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Everybody  experiences  psychic  tension. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling! 


Most  people  can  handle  this  tension. 


Before  deeiding  to  make  Valium 
iazepam)  part  of  your  treatment 
Ian,  check  on  whether  or  not  the 
atient  is  presently  taking  drugs 
id,  if  so,  what  his  response  has 
een.  Along  with  the  medical  and 
>cial  history,  this  information  can 
elp  you  determine  initial  dosage, 
ic  possibility  of  side  effects  and  the 
ltimate  prospects  of  success  or 
lilure. 

While  Valium  can  be  a most 
elpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
s excessive  psychic  tension  persists 
nd  should  be  discontinued  w hen 
ou  decide  it  has  accomplished  its 
lerapeutic  task.  In  general,  w hen 
osage  guidelines  are  follow  ed, 

'alium  is  w ell  tolerated  (see 
)osage).  For  convenience  it  is  avail- 
ble  in  2-mg,  5-mg  and  10-mg  tablets. 

You  should  be  aware  of  the 
lossibility  of  side  effects  in  some 
•atients  and  should  consult  the 
omplete  product  information  before 
trescribing. 

Roche  Laboratories 
Division  of  Hoffmann-la  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  produce 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  trequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  satin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2 12  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
i to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  100. 


Yalium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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THANKS  TO  YOU... 

OUR  FAMILY  TREE  JUST  GREW 
A NEW  BRANCH! 


913/272-2300 
501  GAGE  BLVD. 
TOPEKA,  KANSAS 
66606 


816/931-0584  314/968-4451 

3009  MAIN  ST.  1432  HANLEY  INDUSTRIAL  DR. 

KANSAS  CITY,  MISSOURI  ST.  LOUIS.  MISSOURI 

64108  631 44 


316/684-0505  913/622-9300 

3210  DOUGLAS  9133  EAST  46th  ST. 

WICHITA,  KANSAS  TULSA,  OKLAHOMA 

67208  74145 


YOUR  INDEPENDENT  SURGICAL  SUPPLY  DEALER 


If  you  think  you  have  to  own 

the  equipment  you  need 
for  expansion, 


you  haven’t  talked  to  the 
First  leasing  men. 


Private  practice,  clinic,  medical  center  ...  we 
can  plan  a leasing  "package”  for  you. 

With  lease  schedules  favorable  to  your 
specific  requirements. 

Leasing  keeps  your  credit  lines  free  for  other 
needs.  And  avoids  putting  working  capital 
into  heavy  down  payments. 


It  can  be  simpler,  less  costly,  with  easier 
write-offs,  than  ownership. 

Call  or  write  Don  Deters,  Leasing  Division, 
First  National  Bank  in  St.  Louis.  Find  out 
how  you  can  put  our  leasing  expertise  to 
work.  Profitably. 

First  National  Bank 

in  StLouis  Member  FDIC 

St.  Louis,  Mo.  63166  • (314)  342-6530 
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Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0,5  mg.,  scored  and 
color-coded  in  bottles  of  100,  500,  and  1000, 
Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single-dose 
vial,  with  5 ml.  vial  of  Sodium  Chloride  Injection, 
U.S.P.as  a diluent. 
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DIVISION  OF  TR&VENOL 
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there  a need 
foradrug 
compendium? 


Government  Health  Official 


Henry  E.  Simmons,  M.D. 
Deputy  Assistant 
Secretary  for  Health 
Department  of  Health, 
Education  and  Welfare 


Maker  of  Medicine 

Joseph  F.  Sadusk,  Jr.,  M.D. 
Warner-Lambert  Company 


Dialogue 


A drug  compendium 
of  the  type  I envision 
would  fill  a definite 
need  for  the  practic- 
ing physician.  Such  a 
compendium  would 
give  him  all  the 
information  nec- 
essary for  using 
a drug  intelligently,  and  it  would 
do  so  in  a clear,  concise,  con- 
venient, objective  and  balanced 
fashion. 

What  a Compendium  Should 
Contain 

I believe  the  compendium 
should  inform  the  doctor  what  a 
drug  will  do,  when  he  should  use  it, 
for  what  type  of  patient,  for  how 
long,  in  what  dose,  what  benefits 
his  patient  is  likely  to  obtain,  the 
risks  involved,  and  cross-reactions 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  and 
have  the  same  legal  status.  In  fact, 
a complete  compendium  with  com- 
plete and  current  information 
might  even  eliminate  the  necessity 


A drug  compendium,  or 
preferably  compendia,  should,  I 
believe,  be  private,  not  federal,  in 
sponsorship.  They  should  contain 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  be  single,  legibly  printed 
volumes  of  reasonable  size,  up- 
dated quarterly  or  semiannually 
and  completely  revised  every  year. 

Function  of  a Compendium 

A compendium  should  fur- 
nish the  following  information  on 
drugs  in  the  following  order.-  indica- 
tions for  use,  side  effects,  adverse 
drug  reactions,  contraindications, 
drug  interactions,  drug  dosage  and 
the  dosage  forms  marketed.  Drug 
prices  should  not  be  included  be- 
cause they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  set 
forth  drugs  of  choice  or  discuss 
relative  efficacy.  Such  questions 
must  be  left  for  the  practicing  phy- 
sician to  decide,  whether  on  the 
basis  of  the  medical  literature,  his 
own  clinical  experience,  advice  of 
colleagues,  information  supplied 
by  manufacturers,  and  so  on. 

Nor  should  a compendium 
undertake  to  educate  the  doctor  on 
how  to  use  drugs.  Rather,  it  must 
be  a reference  source  designed  pri- 
marily to  refresh  his  memory  as  to 
drugs  he  may  not  use  regularly.  It 


or  a package  insert  in  many  in- 
;tances.  This  would  constitute  a 
;ubstantial  saving  for  the  manu- 
acturer. 

By  a complete  compendium, 
do  not  mean  a volume  of  prohibi- 
:ive  size.  You  don’t  need  a book 
describing  25,000  products  with 
m enormous  amount  of  repetition, 
father,  drugs  should  be  arranged 
}y  class.  Mutually  applicable  infor- 
nation  would  be  provided,  along 
with  brief  discussions  pinpointing 
differences  in  specific  drugs  of 
:hat  class.  Listings  would  be  cross- 
ndexed  in  a useful  way. 

ther  Available  Documents  as 
Sources  of  Information 

Existing  references  such  as 
3DR  and  the  AMA  Drug  Evaluation 
are  obviously  useful  but  they  are 
ncomplete.  Either  they  are  not 
iross-referenced  by  generic  name 
and  do  not  group  drugs  with  simi- 
ar  characteristics,  or  they  do  not 
ist  all  the  available  and  legally 
marketed  drugs.  And  some  of 
:hose  omitted  may  be  very  useful. 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compilingand  editinga  particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsorand/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


should  in  no  way  imply  control  over 
the  practitioner’s  prerogatives. 

Why  Another  Compendium? 

A practicable,  single-volume 
compendium  cannot,  nor  is  it 
necessary  to,  include  all  drugs  on 
the  market  today.  From  my  prac- 
tice of  internal  medicine  for  some 
15  years,  my  experience  as  a con- 
sultant, and  as  a faculty  member 
of  four  or  five  medical  schools,  I 
would  estimate  that  a doctor  uses 
only  30  to  35  drugs  regularly.  The 
1972  Physicians’  Desk  Reference, 
incidentally,  contained  about 
2,500  entries. 

As  to  whether  there  should  be 
a federal  compendium,  in  my  opin- 
ion, as  stated  earlier,  the  answer  is 
easy— there  should  not  be  one.  The 
proposal  assumes  that  existing 
compendia  are  inadequate.  We’re 
not  sure  of  that  at  all.  Whatever  its 
imperfections,  the  present  drug 
information  system  in  the  U.S.  is 
open,  multifaceted,  pluralistic  and 
extensive.  Good  compendia  exist, 
as  well  as  other  ample  sources  on 
drugtherapy,  rangingfrom  journal 
literature  through  AMA  Drug  Evalu- 
ation to  company  materials.  Not 
all  physicians  may  use  such 
sources  as  often  or  as  well  as  they 
should,  but  that  is  the  fault  of  the 
man,  not  of  the  sources. 

In  any  event,  rather  than  pro- 


duce another  book,  it  makes  much  - 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  atthe  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level —a  most 
dangerous  trend  for  medicine. 

New  Compendium— A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium  — or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PM  A survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 
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Drug  Resistant  Shigellae 

Resistance  to  Ampicillin  and  Other  Antibiotics 


M.  B.  TORRENCE,  M.D.,  M.  T.  OWENS,  B.  A. 
C.  T.  CHO,  M.D.,  Ph.D.,  Kansas  City , Kansas 

The  prevalence  of  shigella  as  an  etiologic  factor  in 
infectious  diarrhea  especially  in  the  pediatric  population 
can  not  be  underestimated.  From  1964  to  1968,  the 
Center  for  Disease  Control  reported  45,263  isolates  with 
over  two-thirds  of  these  occurring  in  children  under 
ten  years  of  age.1  The  disorder  as  seen  in  the  United 
States  usually  runs  a benign  course  of  one  to  four  weeks, 
but  it  can  result  in  serious  fluid  and  electrolyte  problems 
in  infants.  The  most  serious  form  of  dysentery  is  caused 
by  S.  dysenteriae,  which  is  most  often  found  in  the  Far 
East  and  Central  America.  Only  S.  sonnei  and  S.  flexneri 
are  commonly  found  in  the  United  States. 

The  emergence  of  antibiotic  resistance  to  shigella  is 
not  a new  problem.  The  first  drug  found  to  be  efficacious 
in  shigella  infections  was  the  sulfonamides,  but  in  the 
late  1940s  the  emergence  of  resistant  strains  made  these 
agents  useless  in  therapy.2  Thereafter,  the  tetracyclines 
enjoyed  some  use  along  with  streptomycin.  However, 
resistance  to  these  two  agents  developed  rapidly  and 
they  were  replaced  by  ampicillin  in  the  early  1960s.  A 
report  from  Japan  in  1963,  indicated  a rising  ampicillin 
resistance  in  shigella.3  Despite  these  reports,  it  was  not 
until  the  late  1960s  that  the  level  of  ampicillin  resistant 
shigella  became  apparent  in  the  United  States. 

Materials  and  Methods 

The  bacteriological  data  on  shigella  isolated  from 
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January  1968  through  July  1973,  at  the  University  of 
Kansas  Medical  Center  were  reviewed.  The  antibiotic 
sensitivity  reports  were  available,  except  in  1970.  Anti- 
biotic sensitivities  were  performed  by  the  standard  Kirby- 


An  observation  of  the  appearance  of 
ampicillin  and  multiple  resistant  shigella 
is  presented. 


Bauer  disc  technique.  The  following  antibiotic  disc  po- 
tency was  used:  ampicillin  10  meg,  cephalothin  30  meg, 
chloramphenicol  30  meg,  gentamicin  10  meg,  kanamycin 
30  meg,  penicillin  G 10  meg,  polymyxin  B 300  meg, 
streptomycin  10  meg,  and  tetracycline  30  meg.  The  degree 
of  sensitivity  was  determined  by  measurement  of  the  in- 
hibitory zone  diameter.  A size  of  less  than  the  following 
measurements  was  considered  resistant  to  the  respective 
antibiotic:  ampicillin  11mm,  cephalothin  14  mm,  chlor- 
amphenicol 12mm,  gentamicin  12mm,  kanamycin 
13mm,  penicillin  G 11mm,  polymyxin  B 8 mm,  strep- 
tomycin 11mm,  and  tetracycline  14mm. 

Results 

A total  of  211  isolates  were  retrieved,  169  (80.1%) 
of  which  were  S.  sonnei  and  42  (19-9%)  were  S.  flex- 
neri (Table  I).  Other  species  of  shigella  were  not 
isolated  during  this  period  of  five  and  one-half  years. 
The  number  of  isolates  varied  slightly,  ranging  from 
23  to  54  annually.  The  number  of  S.  flexneri  was  con- 
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TABLE  I 

ISOLATES  OF  SHIGELLA  SPECIES,  1968-1973* 

Shigella  sp. 

1968  1969  1970  1971  1972  1973 * 

Total  % 

S.  sonnei  . . 
S.  flexneri  . 
Total  . . . . 

. 44  25  16  21  39  24 

.10  3 7 11  8 3 

. 54  28  23  32  47  27 

80.1 

19.9 

211  (100) 

* Until  July  1973. 


sistently  less  than  S.  sonnei  in  our  population.  The  trend 
in  drug  resistance  was  seen  in  both  S.  sonnei  (Table  II) 
and  S.  flexneri  (Table  III).  Among  the  various  anti- 
biotics tested,  ampicillin  showed  the  most  significant 
change  during  the  past  three  or  four  years.  Resistance 
to  ampicillin  from  1968  to  1973,  increased  from  0 to 
87.5  per  cent  in  S.  sonnei  and  from  0 to  66.6  per  cent 
in  S.  flexneri.  The  resistance  of  S.  sonnei  to  tetracycline, 
streptomycin,  and  penicillin  in  the  first  half  of  1973  was 
85.7  per  cent,  100  per  cent,  and  54.1  per  cent  respec- 
tively. Although  the  number  is  small,  resistance  of 
S.  flexneri  to  the  above  three  drugs  showed  a similar 
trend  of  increase.  A parallel  increasing  resistance  to 
S.  sonnei  and  S.  flexneri  was  observed  in  ampicillin, 
tetracycline,  and  streptomycin.  Furthermore,  our  data 
show  that  no  strains  of  S.  sonnei  or  S.  flexneri  were 
resistant  to  all  three  antibiotics  (ampicillin,  tetracycline, 
streptomycin)  in  1968,  whereas  68  per  cent  of  shigella 
were  resistant  to  all  three  antibiotics  in  1973. 

Our  in  vitro  data  further  indicated  that  most  strains 
of  shigella  isolated  from  our  hospital  have  remained 
sensitive  to  cephalothin,  chloramphenicol,  kanamycin, 
gentamicin,  and  polymyxin  B. 


Discussion 

During  the  past  several  years,  a changing  relative  im- 
portance of  S.  sonnei  versus  S.  flexneri  have  been  ob- 
served in  the  United  States.1  Our  data  and  reports  from 
Houston4  and  New  York5  have  noted  that  S.  sonnei 
was  much  more  common  than  S.  flexneri,  the  former  has 
been  in  the  range  of  80  per  cent  to  89  per  cent.  The 
reason  and  significance  of  this  changing  prevalence  of 
S.  sonnei  is  not  apparent.  It  has  been  known  that 
S.  sonnei  withstands  environmental  insults  such  as  a 
cooling  and  drying  much  better  than  either  S.  flexneri 
or  S.  dysenteriae.6  It  is  not  clear  whether  S.  sonnei  is 
being  selected  because  of  these  environmental  factors. 
A similar  trend  of  changing  prevalence  of  S.  sonnei 
versus  S.  flexneri  has  also  been  observed  in  Europe  and 
the  Far  East  in  recent  years.1 

As  late  as  in  1973,  ampicillin  has  been  recommended 
as  the  drug  of  choice  for  shigellosis.7  The  efficacy  of 
ampicillin  in  shigella  has  been  documented  in  studies 
which  demonstrated  arrest  of  the  inflammatory  process 
and  a decrease  in  the  duration  of  excretion.8  These 
studies  pertain  to  severe  and  moderate  infections  where 
dehydration  and  electrolyte  problems  frequently  arise. 
However,  recent  reports  from  Washington,  D.  C.,9  Con- 
necticut,10 and  New  York5  indicated  that  shigella  re- 
sistance to  ampicillin  ranged  from  82  per  cent  to  95  per 
cent,  and  multiple  resistance  to  three  drugs  or  more 
occurred  as  high  as  47  per  cent.  Our  data  indicate  that 
the  emergence  of  ampicillin  and  multiple  resistant 
shigella  has  now  spread  to  the  Midwestern  and  perhaps 
other  areas  of  the  United  States. 

The  increasing  incidence  of  ampicillin  and  multiple 
resistant  shigella  has  been  attributed  to  resistance  trans- 
fer among  the  Enterobacteriaceae.9  In  1959,  Watanabe 


TABLE  2 

DRUG  RESISTANCE  OF  SHIGELLA  SONNEI  FROM  1968-1973* 


Year 

1968 

1969 

1971 

1972 

1973 

No.  of  strains  

44 

25 

21 

39 

24 

Ampicillin  

0 

1(4.0%) 

8(38.1%) 

25(64.1%) 

21(87.5%) 

Cephalothin  

1(2.3%) 

0 

0 

0 

2(8.3%) 

Tetracycline  

3(7.0%) 

4(16.0%) 

10(47.6%) 

25(64.1%) 

12(85.7%)t 

Chloramphenicol  

0 

2(8.0%) 

— 

— 

1(4.1%) 

Streptomycin  

6(100%)t 

— 

7(33.3%) 

28(71.8%) 

14(  100%)f 

Kanamycin  

1(2.3%) 

4(16.0%) 

0 

1(2.5%) 

1(4.1%) 

Polymyxin  B 

0 

1(4.0%) 

0 

0 

0 

Gentamicin  

— 

— 

0 

0 

0 

Penicillin  

— 

— 

— 

16(41.0%) 

13(54.1%) 

* No  sensitivity  data  available  for  1970. 
t Only  14  isolates  tested, 
t Only  6 isolates  tested. 


JULY,  1974 


231 


TABLE  3 

DRUG  RESISTANCE  OF  SHIGELLA  FLEXNERI  FROM  1968-1973* 

Year 

1968 

1969 

1971 

1972 

1973 

No.  of  strains  . . . . 

10 

3 

11 

8 

3 

Ampicillin  

0 

0 

3(27.3%) 

4(50%) 

2(66.6%) 

Cephalothin  

1(10%) 

0 

0 

0 

0 

Tetracycline  

1(10%) 

0 

4(36.4%) 

5(62.5%) 

2(66.6%) 

Chloramphenicol  . . 

0 

0 

0 

— 

— 

Streptomycin  

2(20%) 

0 

3(27.3%) 

6(75%) 

2(66.6%) 

Kanamycin  

1(10%) 

0 

0 

0 

0 

Polymyxin  B 

0 

0 

0 

0 

0 

Gentamicin  

— 

0 

0 

0 

0 

Penicillin  

2(20%) 

0 

— 

— 

* No  sensitivity  data  available  for  1970. 


in  Japan  showed  the  multiple  resistance  to  antibiotics 
was  "infectious”  because  of  the  presence  of  resistant 
factors  (R  factors)  which  were  transferred  among 
E.  coli.3  In  1966,  Kabins  and  Cohen10  and  Datta11 
showed  that  R factors  were  present  in  shigella  and  that 
multiple  drug  resistance  could  be  transferred  to  other 
enteric  bacteria  by  conjugation. 

The  process  of  conjugation  involves  the  actual  cou- 
pling of  bacteria  with  subsequent  transfer  of  genetic  in- 
formation (DNA) . This  genetic  information  in  bac- 
teria may  be  incorporated  in  chromosomes  or  exist  as 
autonomous  particles  in  cytoplasm.  These  cytoplasmic 
particles,  episomes  or  R factors,  contain  a hypothetical 
part,  resistance  transfer  factor  (RTF),  which  mediates 
transfer  of  genetic  information.  The  RTF  contains  vari- 
able numbers  of  drug-resistance  markers  that  are  trans- 
ferable as  a complete  unit;  namely,  if  an  organism  is 
resistant  to  two  drugs,  such  resistance  may  be  passed  on 
to  the  recipient  bacterium.  The  level  of  resistance  con- 
ferred by  these  extrachromosomal  pieces  of  DNA  has 
been  shown  to  vary  from  drug  to  drug  and  from  host  to 
host,  but  only  actual  contact  between  male  and  female 
bacterium  is  required  for  this  transfer.  At  the  present 
time,  it  is  not  known  how  the  R factor  causes  the  re- 
sistance, but  it  is  postulated  that  this  genetic  informa- 
tion causes  permeability  changes  or  enzyme  production 
which  inactivate  the  antibiotic.12  Pollock,13  in  1962,  dem- 
onstrated that  R+  cultures  of  shigella  produce  a peni- 
cillinase which  nullifies  the  effect  of  penicillin.  It  should 
be  emphasized  that  the  drug  resistance  itself  is  not 
transferred — only  the  genetic  information,  allowing 
the  organism  to  develop  resistance,  is  exchanged.  Fur- 
thermore, it  is  conceivable  that  a resistant  strain  could 
lose  this  resistant  property  through  a series  of  exchanges 
by  actual  loss  of  episomes  or  R factors.11'  14 


From  the  epidemiological  point  of  view,  transmission 
of  shigella  is  by  fecal/ oral  route,  thus  poor  hygiene  and 
poor  sanitation  contribute  greatly  to  the  prevalence  of 
shigellosis.  The  organisms  enter  the  gastrointestinal  tract 
and  invade  the  lamina  propria  causing  edema,  throm- 
bosis and  ulceration  of  the  mucosa,  which  exudes  the 
pus  and  blood  characteristically  found  in  the  stools  in 
severe  cases  of  disease.  Most  cases  of  shigellosis  are 
mild;  after  infection,  the  organisms  propagate  and  usu- 
ally last  for  only  one  to  two  weeks,  with  bacterial  clear- 
ance from  the  gastrointestinal  tract  within  a week  in 
30  to  60  per  cent  of  the  cases.  Although  it  is  uncommon, 
the  carrier  state  has  been  reported  to  exist  for  over  a 
year.15 

In  view  of  the  self -limited  nature  of  the  disease  and 
the  problems  of  drug  resistance,  mild  infections  should 
probably  not  be  treated  with  antibiotics.2  However, 
severe  cases,  the  food  handlers  with  prolonged  excretion 
of  the  organism,  and  others  involved  with  public  con- 
tact should  be  treated  with  antibiotics.16  If  treatment  is 
indicated,  indiscriminate  use  of  antibiotics  should  be 
avoided.  Our  findings  in  conjunction  with  others  in- 
dicate that  ampicillin  is  no  longer  the  drug  of  choice. 
Our  in  vitro  data  suggest  cephalothin  is  effective  against 
shigella,  however,  its  efficacy  in  shigella  infection  in 
man  has  not  been  tested.  From  the  available  data,  it 
appears  that  kanamycin  or  gentamicin  may  be  used  in 
severe  infection.  Proper  sensitivity  studies  should  be  ac- 
complished. It  should  be  noted  that  in  vitro  sensitivities 
may  not  totally  correlate  with  in  vivo  action.2  Recent 
limited  studies  have  indicated  that  co-trimoxazole 
(trimethoprim-sulfamethoxazole)  is  of  therapeutic  value 
in  the  treatment  of  shigellosis.17' 18  Patients  treated  with 
co-trimoxazole  recovered  more  quickly,  and  the  drug 
eliminated  shigellae  from  their  feces  more  rapidly.  If 
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co-trimoxazole  should  be  licensed  in  this  country  for  use 
in  shigellosis,  co-trimoxazole  may  be  a valuable  thera- 
peutic alternative  to  other  more  toxic  drugs.  It  is  es- 
sential to  point  out  that  the  most  important  action  in 
controlling  shigella  infections  is  public  health  measures 
designed  to  promote  sanitation,  hygiene,  and  public  edu- 
cation. 

Because  of  the  repeated  emergence  of  resistant  shi- 
gella, new  modes  of  therapy  need  consideration.  Re- 
cently, the  use  of  oxalinic  acid  (a  quinolone  derivative 
related  to  naladixic  acid)  used  in  urinary  tract  infec- 
tions is  believed  to  be  efficacious  in  experimental  studies.2 
The  properties  of  resistance  to  oxalinic  acid  are  not  trans- 
mitted by  episomes,  thus  transferable  resistance  is 
avoided.  However,  the  problem  of  alteration  of  normal 
bowel  flora  by  suppressing  E.  coli  needs  further  evalua- 
tion. Recent  clinical  studies  with  this  preparation  have 
been  encouraging.19  Another  approach  is  to  alter  the  en- 
vironment by  compounds  which  alter  the  acidity  in  the 
bowel,  such  as  lactulose.2 

That  the  phenomenon  of  infectious  drug  resistance 
among  the  shigella  occurs  seems  to  have  been  adequately 
demonstrated,  however,  the  far-reaching  implications  of 
this  problem  will  only  become  evident  in  the  future.  At 
the  present,  ampicillin  is  no  longer  the  drug  of  choice 
for  shigellosis.  Certainly  with  the  increasing  use  of 
antibiotics  for  all  bacterial  infections,  resistance  transfer 
among  other  enteric  species  such  as  Salmonella,  Proteus 
and  Klebsiella  is  a reality  and  will  continue  to  compli- 
cate and  frustrate  antibiotic  treatment. 

Summary 

The  rise  of  ampicillin  and  multiple  drug  resistant 
shigella  has  been  observed  at  the  University  of  Kansas 
Medical  Center  from  1968  to  1973.  Among  211  isolates 
of  shigella,  80  per  cent  were  S.  sonnei  and  20  per  cent 
were  S.  flexneri.  Our  data  revealed  that  ampicillin  re- 
sistance had  risen  from  0 to  87  per  cent  in  S.  sonnei 
and  from  0 to  66  per  cent  in  S.  flexneri.  In  addition, 
the  multiple  drug  resistant  strains  also  showed  a par- 
allel increase.  Although  ampicillin  has  long  been  rec- 
commended  for  shigellosis,  our  findings  in  conjunction 
with  others  suggest  that  ampicillin  is  no  longer  the  drug 


of  choice.  Because  of  the  repeated  emergence  of  resistant 
shigella,  new  modes  of  therapy  need  consideration. 
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KUMC  Burn  Center 


First  Six  Months 


DAVID  W.  ROBINSON,  M.D.,*  Kansas  City,  Kansas 


During  the  period  between  July  2,  1973,  and  January 
2 1974,  there  were  52  admissions  to  the  Burn  Center, 
five  still  being  in  the  hospital.  This  is  a burn  center 
where  the  very  severe  burns  come,  and  there  is  a high 
mortality.  There  were  16  deaths;  two  occurred  on  the 
day  of  admission.  Nine  patients  died  with  burns  of 
over  50  per  cent  of  the  body  surface.  Only  one  under 
the  age  of  65  died  with  a lesser  than  a 50  per  cent  burn 
(this  was  a 20  per  cent  electrical  burn,  received  late, 
with  very  deep  muscle  damage,  and  with  renal  failure 
and  pulmonary  edema)  . Analyzing  the  causes  of  death 
from  burns,  there  were  five  overwhelming  burns,  in 
the  catastrophic  class  of  75  per  cent  or  more.  Pneumonia 
accounted  largely  for  two  deaths,  cardiac  failure  for 
two,  respiratory  burns  for  two,  and  sepsis  for  two.  Sick- 
lemia, renal  failure,  and  massive  gastrointestinal  bleed- 
ing accounted  for  the  other  three.  Two  patients  were 
under  the  age  of  two,  and  three  were  over  the  age  of 
65. 

The  causes  of  the  burns  were  as  follows:  gasoline  or 
oil  fires,  21 ; gas  explosions,  8 ; warehouse  or  house  fires, 
6 ; scalds,  6 ; electrical  burns,  6 ; hot  grease,  2 ; chemical 
burns,  2 (1  phosphorus,  1 hydrochloric  acid),  and  a 
car  accident  with  a hot  exhaust  pipe  caused  one  burn. 

Twelve  of  the  patients  were  considered  septic  on  the 
basis  of  a very  high  temperature  with  spiking  fever. 
Positive  blood  culture  was  present  in  only  one  of  these 
patients.  Six  had  severe  cellulitis,  staph  grown  from- 
each  one.  Three  had  pneumonia,  with  mixed  cultures. 
Two  had  staphylococcal  infection.  Respiratory  burn  was 
present  in  two,  and  cystitis  in  one.  Of  these  septic  pa- 
tients, three  were  due  to  scalding,  and  one  was  from  a 
gas  explosion,  with  only  second-degree  burns.  Of  the 
many  cultures  taken,  the  predominant  organisms  were 
Staphylococcus  aureus  (28),  Pseudomonas  aeruginosa 
(23),  Klebsiella  enterobacter  (21),  Candida  albicans 
(9),  Enterobacteriaceal  (11),  with  a mixed  number  of 
saprophytic  organisms  found,  but  a low  incidence  of 
streptococcal  cultures  (3),  and  E.  coli  (5).  Sulfamylon 
cream  was  used  topically  on  33  of  these  patients;  Baci- 
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tracin  ointment  applied  to  12;  silver  sulfadiazine  to  4; 
methicillin  drip  for  staph  infection  in  2,  and  Dakin’s  wet 
dressings  in  1.  Furacin  dressings  were  applied  in  2,  and 
some  of  the  other  agents  used  for  one  reason  or  another 
were:  calcium  gluconate,  copper  sulphate,  gentamycin 
injection.  Grafts  were  done  on  24  patients.  Homografts 
were  applied  in  4 patients,  and  pigskin  grafts  in  4. 

With  regard  to  hospital  stay,  the  average  stay  in  the 
16  who  died  was  eight  days.  The  average  stay  for  those 
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who  lived  was  20  days.  Excluding  the  few  who  were 
listed  as  having  burns  of  15  per  cent  and  under,  the 
average  stay  in  the  hospital  was  24  days. 

Complications  listed  in  the  burn  patients  were  many. 
Pulmonary  edema  was  listed  in  five  patients.  Three  of 
these  had  definite  respiratory  burn  components.  Au- 
ricular chondritis  was  present  in  four,  pneumonia  in 
four,  renal  failure  to  some  degree  in  four,  hypernatremia 
in  four,  mental  confusion  in  four.  Two  each  are  listed 
as  cardiac  failure,  loss  of  graft  from  infection,  post 
alcoholic  sequelae,  nerve  palsies,  and  gastrointestinal 
bleeding.  The  complications  listed  as  one  each  were 
pneumothorax,  sicklemia,  and  cystitis. 

Admissions  have  been  spasmodic,  at  times  not  many 
for  a week  or  ten  days,  and  then  two,  three,  or  four  at 
once. 

General  Plans  of  Therapy 

Patients  are  received  primarily  by  referral  from  phy- 
sicians or  directly  through  the  emergency  room.  If  too 
long  a delay  (over  2-3  hours)  would  be  occasioned  by 
transporting  from  a distance  without  reasonable  assur- 
ance of  fluid  replacement,  the  patient  should  be  resusci- 
tated at  the  nearest  medical  facility,  usually  a hospital, 
before  being  sent  on.  A lengthy  ambulance  ride  with- 
out adequate  treatment  would  be  conducive  to  shock, 
possibly  irreversible;  however,  with  adequate  homeo- 
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static  stabilization,  the  patient  can  be  transported  more 
safely. 

Primary  Resuscitation — fluid  and  electrolyte  require- 
ments and  problems  related  to  major  organ  support. 
Rapid  access  to  a good  size  vein,  often  the  saphenous, 
by  a cutdown  method  with  a large  size  tube  (#15,  if 
possible)  insures  access  to  the  intravascular  space. 
Normal  saline  or  5%  dextran  in  water  may  be  started  at 
once  and  given  rapidly,  but  not  in  excess  of  1000  ml. 
Ringer’s  lactate  or  other  balanced  salt  solution  is  better 
for  replacement  and  may  be  given  very  rapidly  (depend- 
ing upon  the  age  and  medical  condition)  until  urine  is 
excreted  in  good  quantity.  If  the  urine  is  dark,  indicating 
hemolysis  and  acid  hematin  formation,  fluids  should  be 
increased  until  the  urine  clears.  If  there  is  concern  about 
renal  function  because  of  the  length  of  time  before  ade- 
quate fluid  replacement  and  because  of  hypotension  and 
dark  urine,  the  rapid  infusion  of  1 to  2 liters  of  saline 
or  Ringer’s  lactate,  followed  by  a urinary  osmotic  diu- 
retic (such  as  500  ml  of  5%  mannitol  or  40  mg  of 
lasix)  should  be  given  to  start  the  urine  flow.  Fluids  in 
quantities  of  1 to  2 more  liters  or  more  of  Ringer’s 
lactate  should  follow,  monitoring  the  urinary  output 
hourly,  and  trying  to  maintain  an  output  of  between 
50  and  100  ml  per  hour.  Such  monitoring  requires  a 
catheter  being  placed  in  the  bladder,  a procedure  ac- 
complished soon  after  the  intravenous  administration  of 
fluids  is  established.  A central  venous  catheter  is  intro- 
duced into  the  region  of  the  right  side  of  the  heart  via 
whatever  vein  is  available,  hopefully  one  through  un- 
burned skin.  Central  venous  pressure  readings  help  mon- 
itor cardiac  adequacy.  If  the  readings  rise  above  10  cm 
of  water,  the  venous  return  may  be  too  great  for  the 
heart’s  competence,  and  fluids  will  have  to  be  given  at 
a slower  rate,  but  usually  with  the  patient  in  such 
incipient  shock,  fluids  can  be  given  at  a rapid  rate  and 
in  large  quantities. 

Although  the  various  replacement  formulas1-5  will 
give  a rough  indication  of  the  fluid  needs  for  resusci- 
tation, much  more  credence  is  given  to  the  administration 
of  fluids  according  to  the  patient’s  clinical  response, 
especially  his  urinary  output,  with  some,  but  considerably 
less,  attention  to  central  venous  pressure  reading  and 
hematocrit  determinations.  Monitoring  the  circulating 
blood  volume  and  cardiac  output  will  be  employed  more 
in  the  future,  to  follow  the  patient’s  status. 

Requirements  after  the  first  day  are  somewhat  less, 
but  again  are  given  according  to  the  urinary  output. 
Colloid  replacement,6  scarcely  given  in  the  first  24 
hours,  becomes  more  important.  Blood  plasma,  plasmi- 
nate,  albumen,  or  whole  blood  are  not  indicated  on  the 
first  day  unless  there  is  evidence  of  such  loss  from  con- 
comitant injuries.  Renal  function  is  best  established  with 


water  and  electrolytes  at  first,  but  maintenance  of  os- 
motic equilibrium  is  best  obtained  by  colloid  the  fol- 
lowing day. 

Fluids  by  mouth  are  deleterious  for  a severely  burned 
patient.  Gastric  dilatation  with  vomiting  produces 
further  fluid  and  electrolyte  losses,  and  compounds  the 
problem.  A nasogastric  tube  is  often  necessary  to  deflate 
the  stomach  in  the  first  few  days,  and  losses  from 
suction  must  be  replaced. 

The  large,  open  burn  wound  loses  water  and  heat  by 
evaporation,7  so  that  extra  replacement  for  such  in- 
sensible losses,  which  often  may  be  from  1.5  to  3 or 
more  liters  per  day,  requires  more  maintenance  fluid. 

Laboratory  surveillance  daily  or  as  often  as  necessary 
is  required  to  correct  electrolyte  imbalance,  renal  clear- 
ance, and  pulmonary  exchange  problems.  In  the  first 
two  days,  high  blood  potassium  levels,  caused  by  tissue 
destruction  and  renal  inadequacy,  must  be  checked  and 
after  two  to  four  days,  especially  if  large  quantities  of 
sodium  in  saline  or  Ringer’s  lactate  have  been  given, 
high  blood  sodium  levels  indicate  a change  to  water  as 
5%  dextrose  in  water.  The  BUN  or  creatinine  and  its 
clearance  are  indicators  of  renal  function.  Blood  gas 
determinations  PA02  and  PACOo,  from  blood  usually 
taken  from  the  femoral  artery,  help  determine  pul- 
monary function.  Mechanical  assistance  by  forced 
breathing  of  oxygen  through  an  endotracheal  tube  if 
severe,  or  simply  by  moist  oxygen  in  a tent  or  mask, 
may  help.  Too  long  a time  on  the  respirator  (over  2-3 
days)  or  too  high  a concentration  of  02  (over  50%) 
produces  problems  relating  to  these  modalities  and  will 
actually  decrease  pulmonary  compliance.  Such  procedures 
may  be  necessary,  but  the  patient  should  be  weaned  off 
of  them  as  soon  as  his  condition  and  blood  gases  indi- 
cate. Actually,  the  giving  of  large  quantities  of  sodium 
intravenously  contributes  to  fluid  storage  in  the  lungs, 
and  a secondary  pneumonitis  may  follow  with  its  exuda- 
tive phenomenon,  often  fatal.  In  the  first  few  days, 
smoke  inhalation  with  actual  thermal  damage  to  bronchi 
or  alveoli  may  be  the  cause  of  pulmonary  inadequacy. 
Tracheotomy  is  a late  resort  necessary  for  the  rare 
patient  to  permit  adequate  ventilation. 

Cardiac  support  is  indicated  for  large  burns,  especially 
in  the  elderly  patient.  Although  empirically  given,  there 
is  supportive  evidence  of  a cardiac  depressor  at  work, 
so  that  digitalization  is  started  early  and  maintained  for 
about  one  to  two  weeks,  monitored  by  the  electro- 
cardiogram. 

Primary  Treatment  of  the  Burn  W ound.  Since  infection 
is  still  the  most  common  cause  of  death,  every  effort 
should  be  made  to  prevent  further  contamination  from 
exogenous  sources.  All  attendants  should  wear  masks, 
caps  and  protective  clothing,  so  as  not  to  introduce  more 
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organisms  than  are  already  present  on  the  burn  surface 
and  indigenous  in  the  patient. 

Thorough  but  rapid,  gentle,  cleansing  debridement  is 
done  with  lukewarm  water  and  very  dilute  soap  to  re- 
move the  gross  dirty  surface,  which  is  then  flushed  off 
with  sterile  normal  saline  solution  and  the  wound  left 
exposed,  except  for  the  application  of  a local  chemo- 
therapeutic drug  to  suppress  bacterial  growth,  especially 
of  the  gram-negative  variety.  This  center  has  employed 
Sulfamylon  ointment  or  silver  sulfadiazine,  but  .5%  of 
aqueous  silver  nitrate  or  gentamycin  ointment  are  highly 
acceptable  forms  of  local  treatment.  Bacitracin  ointment 
has  been  helpful  on  the  backs  of  hands  and  over  the 
face  to  make  a soft,  pliable  skin  surface  which  allows 
maximum  mobility  for  maintenance  of  range  of  motion. 
Topical  agents  should  be  applied  at  least  twice  daily. 

Daily  mechanical  cleansing  in  the  tub,  Hubbard  tank, 
or  by  flushing  with  warm  water  helps  cleanse  the  eschar, 
get  rid  of  infected  exudates  and  detritus,  and  provides 
more  drainage.  Such  tanking  is  usually  not  done  until 
the  fluid  balance  is  established,  after  the  first  three  days, 
but  is  done  regularly  after  that.  The  patient  is  lowered 
into  and  raised  from  the  tank  by  a canvas  litter  frame 
and  weighed  daily  by  a weighing  device  built  into  the 
hoist  mechanism.  All  tank  procedures  are  done  in  the 
unit. 

Antibiotics.  Systemic  penicillin  is  given  early,  in  large 
intravenous  dosage,  for  the  first  five  days  to  prevent 
early  streptococcal  infection.  If  sensitive  to  penicillin, 
Erythromycin  may  be  used.  Tetanus  prophylaxis  is  given 
usually  as  a booster  dose  of  tetanus  toxoid.  Subsequent 
specific  antibiotic  therapy  is  given  according  to  cultures 
and  sensitivity  tests. 

Allergic  manifestations  of  local  chemotherapy  have 
been  relatively  rare,  about  5 per  cent.  Furacin  oint- 
ment causes  a rash  in  some  patients,  but  such  a risk 
should  not  preclude  its  use. 

Metabolism  and  Nutrition.  Daily  weighing  is  important 
to  monitor  gains  or  losses8  which  may  indicate  the 
storing  of  fluids  or  the  loss  of  tissues  from  the  inherent 
catabolism  of  the  burn  and  the  considerable  caloric 
losses  from  fluid  evaporation.  Negative  metabolic  bal- 
ance with  weight  loss  of  about  250  gm  daily  is  the  rule, 
and  requires  a high  intake  of  calories  with  emphasis  on 
proteins  and  carbohydrates.  Because  voluntary  oral  in- 
take is  often  insufficient  to  meet  these  demands,  which 
are  two  and  three  times  the  normal  caloric  value  for 
patient  size  and  age,  forced  feeding  through  a small 
nasogastric  tube  at  frequent  intervals  or  even  intravenous 
hyperalimentation  through  a central  venous  catheter  may 
be  necessary.  The  dietician’s  help  is  sought  and  the 
calculated  caloric  intake  is  charted  daily  for  such  pa- 
tients. Increased  specific  nutritional  needs,  such  as  high 


intakes  of  Vitamins  C,  A,  and  B and  iron,  are  given. 
Intravenous  feeding  catheters  should  be  changed  about 
every  four  days,  and  the  catheter  tips  cultured  on  each 
change,  because  of  the  real  danger  of  sepsis  from  such 
a method. 

Later  Wound  Care.  When  full  thickness  losses  are  evi- 
dent, usually  between  two  and  three  weeks  post  burn, 
local  efforts  should  be  directed  toward  cleaning  up  the 
wound,  removing  the  eschar,  and  promoting  wound  cov- 
erage. Sepsis  here  may  complicate  the  picture,  necessitat- 
ing bolstering  of  the  patient’s  general  condition  by  in- 
creasing the  caloric  and  protein  intake  and  the  giving  of 
blood  for  falling  hemoglobin  and  proteins.  Debridement 
in  the  tank  or  actual  excision  of  the  eschar  under  anaes- 
thesia is  indicated.  Split  skin  grafts  are  often  taken  at 
the  time  of  debridement  and  stored  at  just-above- 
freezing  temperatures  in  saline,  to  be  reapplied  when 
hemostasis  is  assured,  in  about  two  days.  The  immediate 
application  of  grafts  may  cause  the  loss  of  skin,  because 
of  bleeding  under  the  grafts  or  because  debridement  has 
not  been  thorough  and  deep  enough,  thereby  leaving 
dead  tissue.  A dirty  granulating  surface  or  an  infected 
open  wound  can  be  cleansed  by  covering  with  cadaver 
homografts  or  xenografts,  usually  pigskin  commercially 
purchased. 

Skin  Grafts.  Such  biologic  wound  dressings,  homo- 
grafts or  xenografts,  are  removed  every  2-3  days,  be- 
fore becoming  too  adherent,  and  the  patient’s  own 
split  grafts  applied.9  To  insure  drainage  and  to  prevent 
loss  from  hematoma  or  infection,  meshing  of  the  auto- 
grafts (patient’s  own  skin)  is  useful  to  insure  takes  and 
the  surface  coverage  of  the  graft,  by  stretching  it  to 
cover  a wider  area.  The  grafts  are  either  secured  with  a 
few  sutures  or  steristrips,  or  are  simply  laid  on.  Oc- 
clusive pressure  dressings  are  sometimes  useful  to  pro- 
tect the  graft,  helping  them  to  conform  to  irregular 
surfaces  and  preventing  mechanical  trauma  or  undue 
motion.  Harvesting  skin  from  the  few  available  donor 
sites  must  be  carefully  planned  and  thin  grafts  are 
taken,  so  that  another  crop  of  skin  can  be  cut  in  the 
shortest  possible  time,  even  as  early  as  12  days.  Donor 
sites  are  covered  with  fine-mesh  rayon  and  left  open  to 
dry  out.  After  reepithelization,  the  rayon  falls  or  is 
gently  teased  off.  Infected  donor  sites  are  a real  hazard, 
because  the  thin  remaining  dermis  with  its  viable  islands 
of  epithelium  may  be  destroyed,  converting  the  good 
regenerating  skin  into  possible  full-thickness  loss.  Ail 
operative  procedures  are  done  in  the  unit’s  operating 
room. 

Split  skin  grafts  are  cut  with  a dermatome  (mechan- 
ical, electrical  or  gas  operated) , and  average  about  3 mm 
in  thickness.  Grafts  to  the  lower  extremities  should  be 
well  adherent,  and  at  least  seven  to  ten  days  old  before 
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the  patient  can  get  up  to  walk.  Such  dependently  placed 
grafts  must  be  protected  by  elastic  support  (ACE  band- 
aging) whenever  the  patient  stands  or  lowers  the  legs 
in  the  first  three  to  six  months.  Unsupported  grafts  can 
be  lost  because  of  blood  or  serum  beneath  them,  or  may 
become  darkly  pigmented.  Daily  massage  with  baby  oil 
or  cold  cream  helps  keep  the  grafts  soft  and  pliable. 

Scars  and  Contractures,  Splints  and  Motion.  The  scar 
contracture  phase  begins  early,  but  reaches  its  height 
about  two  months  after  wound  coverage.  Much  can  be 
done  to  prevent  these  defunctionalizing  and  disfiguring 
complications,  but  the  corrective  measures  should  start 
early.  The  earlier  the  skin  coverage,  the  less  the  scar 
hypertrophy;  and  the  thicker  the  graft  that  will  take, 
the  less  the  contracture.  During  the  early  phase,  when 
trying  to  decide  if  grafting  will  be  necessary,  hands, 
wrists,  and  fingers  should  be  put  through  as  complete  a 
range  of  active  and  passive  motion  as  possible.  Soaks 
under  water  will  help,  but  it  is  more  important  to  be 
sure  that  the  hands  are  maintained  in  the  correct  posi- 
tion of  function.  With  the  help  of  physical  and  occu- 
pational therapy,  splints  are  so  constructed  as  to  pro- 
duce a slight  cock-up  of  the  wrist,  90°  metacarpopha- 
langeal flexion,  interphalangeal  extension,  and  thumb  in 
midway  position  of  opposition.  The  splints  are  worn  at 
night  and  often  part  of  the  day  between  multiple  periods 
of  active  motion.  Extension  splints  for  elbows  and  knees 
with  elevation  maintain  best  function.  Pillows  are  re- 
moved from  patients  with  neck  burns  to  put  the  head 
in  extension,  and  tight-fitting,  molded  neck  splints  are 
constructed  to  be  worn  as  soon  as  epithelization  is 
nearly  complete.  Molded  face  masks  or  special  elastic 
stocking  pressure  for  the  face  help  prevent  hypertrophic 
scarring.10  Such  pressure  devices  should  be  used  for 
from  three  to  six  months.  The  injection  of  triamcinolone 
into  contractures  early  (the  dose  not  to  exceed  120  mg 
over  a two-months  period)  may  soften  such  scar  bands 
and  allow  active  motion  through  greater  range.  Such 
daily  movements,  active  and  passive,  are  under  the 
guidance  of  physical  therapy. 

The  Psyche  and  Rehabilitation.  Daily  encouragements, 
including  cajoling  and  even  badgering,  are  necessary  to 
keep  patients  active  and  stimulated.  Seeing  patients  who 
have  been  through  the  same  ordeal  getting  better  is  a 
positive  force  for  rehabilitation.  Visitors  are  allowed  for 
short  visits  only.  Frequent  contacts  and  conversation 
with  medical  staff,  nurses,  and  aides  gives  a positive 
boost.  Each  patient  has  a color  television  set,  which 
provides  a distraction  and  positive  contact  with  the  out- 
side world.  Windows  in  the  room  allow  orientation  to 
the  world.  Patients  are  returned  to  their  homes  and  to 
their  family  doctors  as  soon  as  possible,  and  are  fol- 
lowed in  the  outpatient  department  thereafter.  Reas- 


surances about  their  family,  friends  and  job  are  im- 
portant, and  the  return  to  work  as  soon  as  can  be  safely 
done  greatly  helps  morale. 

Special  Problems 

Renal.  Renal  failure  with  high  or  low  output  is  a serious 
complication  and  often  requires  consultation  with  the 
renal  team  to  help  supervise  problems  of  fluid  and  elec- 
trolyte imbalance,  as  well  as  those  of  azotemia.  In  the 
early  resuscitation  stage,  renal  failure  is  due  to  under- 
hydration, ischemia,  hypotension,  and  circulating  free 
hemoglobin  or  myoglobin.  Although  extra  fluids  need 
to  be  given  to  maintain  homeostatic  balance,  too  much 
fluid  or  sodium  stores  water  in  the  tissues  and  may  pro- 
duce severe  physiologic  dysfunction.  A careful,  delicate 
balance  of  how  much  and  what  kind  to  be  given  must 
be  made.  Severe  potassium  imbalance  and  azotemia  can 
be  corrected  by  potassium  withdrawal  through  the  use 
of  Kayexalate  (cation-exchange  resin)  enemas,  peri- 
toneal dialysis,  or  hemodialysis.  Anuria  or  severe  oli- 
guria from  renal  failure  may  be  present  for  from  two 
to  three  weeks,  until  renal  function  is  restored. 

Stress  Ulcer  (Curling’s).  Gastrointestinal  bleeding  is  of 
dire  consequence.11  Multiple  petechial  ulcers  of  the 
upper  tract,  stomach,  duodenum,  and  jejunum  are  com- 
mon within  the  first  few  days  or  whenever  sepsis  super- 
venes. Nasogastric  suction  not  only  prevents  distention 
but  also  allows  observation  of  the  aspirated  fluids  for 
the  presence  of  blood.  Tarry  stools,  weakness,  and 
anemia  may  be  the  presenting  symptoms  and  signs.  The 
frequent  administration  of  antacid  preparations  does 
little  good.  If  severe  bleeding  persists,  exploration  with 
gastric  resection  or  vagotomy  plus  pyloroplasty  may  be 
indicated,  even  if  it  requires  cutting  through  the  burned 
abdominal  wall.  Salvage  will  not  be  great. 

Distention  and  Obstruction.  Hypokalemia  and  hypopro- 
teinemia  may  cause  distention  and  diminished  peristalsis, 
requiring  potassium  and  protein  replacement.  Stress  it- 
self causes  contracture  of  sphincters  and  dilatation  of 
the  bowel  with  gaseous  or  interluminal  fluid  distention. 
An  unusual  obstruction  is  that  seen  in  thin,  wasted 
burned  patients,  often  children,  who  have  obstruction 
from  the  ptotic  bowel  dragging  against  the  superior 
mesenteric  vessels.  Turning  the  patient  on  to  his  side  or 
into  the  prone  position  may  relieve  the  obstruction. 

Sepsis.  Septicemia  is  a dire  threat  and  still  the  most 
common  cause  of  death,  despite  local  and  systemic 
chemotherapeutic  and  antibiotic  agents.  Frequent  tub- 
bing, flushing,  and  wet  dressings  remove  infected  exu- 
dates, and  massive  antibiotic  therapy  for  the  specific  or- 
ganism is  necessary.  Maintenance  of  body’s  defenses  by 
high  caloric  intake  and  transfusions  of  whole  blood  is 
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important  but  may  be  too  slow  for  the  immediate  in- 
tense therapy  needed.  Gentamycin,  Polymixin  B,  carbeni- 
cillin,  and  other  drugs  are  effective  against  gram-nega- 
tive invaders  but  must  be  given  in  prescribed  doses  for 
the  correct  time  period.  Frequent  blood  cultures  are 
indicated.  Sepsis  may  be  preceded  by  a chill  and  severe 
temperature  rise  (especially  with  gram-positive  orga- 
nisms), or  it  can  be  heralded  by  weakness,  collapse,  hy- 
potension, abdominal  distention,  and  a pink  flushing  of 
the  skin.  It  must  be  remembered  that  the  strong  anti- 
biotics used  may  be  nephrotoxic  and  ototoxic.  Three 
days  is  long  enough  to  give  gentamycin  or  Polymixin  B 
at  one  time.  Yeast  infections  are  not  uncommon  compli- 
cations after  giving  some  antibiotics,  and  are  hard  to 
detect  and  treat.  Against  Candida  sepsis,  amphotericin 
B is  currently  the  only  effective  agent,  but  it  is  a dan- 
gerous toxic  agent. 

Lower  Urinary  Tract  Infection.  Cystitis  is  relatively  com- 
mon due  to  prolonged  use  of  indwelling  catheters.  Two 
to  three  daily  flushings  with  a bladder  antiseptic  will 
help,  but  the  most  important  factor  is  the  removal  of 
the  catheter  as  soon  as  possible.  Periurethral  abscess  in 
the  male  occurs  fairly  frequently  and  may  require  in- 
cision and  drainage,  certainly  catheter  removal,  and  the 
use  of  a specific  antibiotic  for  the  organism  cultured. 

Anesthetic  Complications.  Cardiac  arrest  occurs  in 
burned  patients  usually  soon  after  anesthesia  is  induced 
or  when  the  patient  is  moved,  as  from  cart  to  table  or 
turned  on  the  table.  This  is  due  to  hypotension  and  in- 
adequate venous  return  with  an  already  low  blood 
volume  and  perhaps  low  blood  potassium.  Rapid  in- 
fusion at  the  time  of  induction  will  help  prevent  this 
frequently  fatal  complication. 

Endotracheal  intubation  of  the  patient  with  a neck 
contracture  is  hazardous.  Special  care  during  induction  is 
needed  to  prevent  airway  obstruction.  Occasionally,  the 
contracture  must  be  incised  rapidly  to  allow  the  head  to 
extend.  Emergency  tracheotomy  may  be  required  during 
induction  for  some  patients. 

Ketamine  for  dressings  or  operative  procedures  is 
quite  satisfactory  for  children,  but  adults  may  react 
badly,  having  remembrance  of  bad  dreams.  The  use  of 
Valium  preceding  the  ketamine  seems  to  reduce  the 
memory  of  dreams. 

Personnel  Problems.  Because  the  Burn  Center  is  confin- 
ing, depressing  and  removed  from  the  mainstream  of 
the  hospital,  personnel  working  the  regular  shifts  daily 
may  have  reactive  psychological  problems.  Those  fully 
dedicated  and  trained  have  an  understanding  of  these 
problems.  But  some  quite  mature  and  well-trained  pro- 
fessionals have  a difficult  time  adjusting  to  the  severely 
ill,  who  do  not  seem  to  change  much  from  day  to  day, 
and  who  are  so  desperately  ill.  A series  of  fatalities  in 


overwhelming  disasters  depresses  the  younger  attendants, 
who  feel  that  surely  something  more  should  have  been 
done.  A spirit  of  camaraderie  helps,  and  an  explanation 
by  the  staff  should  make  clearer  the  realities  of  a grim 
situation.  Occasional  rotations  of  nurses  and  attendants 
back  to  other  wards  for  a few  weeks  may  resolve  this 
problem. 
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Clinical  Cardiology 


Varicose  Veins 


JESS  R.  YOUNG,  M.D.,*  Cleveland,  Ohio 

Varicose  veins  is  one  of  the  most  common  disorders 
affecting  man.  This  condition  is  probably  the  result  of 
a congenital  weakness  of  the  venous  walls  and  the 
valves.  The  incidence  is  higher  in  women  than  in  men. 
Obesity,  pregnancy,  prolonged  standing,  and  thrombosis 
of  the  deep  veins  are  important  contributing  factors. 

Clinical  Picture 

The  most  common  symptoms  are  those  of  aching, 
fullness,  or  fatigue  on  standing  which  is  relieved  by 
recumbency  or  by  the  wearing  of  an  elastic  stocking.  It 
is  important  in  the  diagnosis  to  exclude  other  condi- 
tions such  as  tension  fibrositis,  water-retention  syndrome, 
osteoarthritis,  or  a disk  that  may  be  causing  symptoms 
in  a patient  wfith  varicose  veins,  for  even  severe  vari- 
cosities may  be  relatively  symptomless. 

Superficial  thrombophlebitis  and  external  hemorrhage 
are  possible  complications  of  varicosities.  When  severe 
varicose  veins  have  been  present  for  years,  chronic  stasis 
changes  may  appear  with  pigmentation,  fibrosis,  derma- 
titis, and  ulcerations. 

Treatment 

The  aim  of  medical  therapy  is  chiefly  to  relieve  symp- 
toms and  to  try  to  prevent  the  progression  of  varicose 
veins.  All  patients  with  varicosities  should  wear  elastic 
stockings,  exercise  their  legs,  keep  their  weight  at  an 
ideal  level,  and,  when  possible,  should  sit  with  their  legs 
elevated.  They  should  avoid  wearing  tight  clothing  such 
as  garters  and  panty  girdles,  and  should  avoid  prolonged 
standing.  It  may  be  helpful  to  elevate  the  foot  of  the 
bed  between  four  and  six  inches  to  decrease  venous 
pressure  while  sleeping. 

When  varicosities  are  small  and  the  patient  wishes 
treatment  for  cosmetic  reasons,  injections  of  sclerosing 
solutions  may  be  attempted.  For  more  advanced  vari- 
cosities, the  patient  either  should  wear  elastic  stockings 
or  else  should  undergo  surgical  removal  of  the  affected 
veins  by  ligation  and  stripping.  Any  varices  not  removed 
by  these  procedures  subsequently  may  be  injected  with 
sclerosing  solutions  as  an  office  procedure. 


* Department  of  Peripheral  Vascular  Disease,  the  Cleveland 
Clinic  Foundation,  Cleveland,  Ohio. 

This  article  was  prepared  for  the  Journal  by  the  Kansas 
Heart  Association. 


Superficial  Thrombophlebitis 

Thrombophlebitis  in  one  of  the  superficial  veins  may 
be  caused  by  trauma,  intravenous  injections,  or  may  be 
associated  with  certain  systemic  diseases  such  as  blood 
dyscrasias.  Recurrent  superficial  phlebitis  may  be  the 
first  manifestation  of  thromboangiitis  obliterans  or  of 
an  occult  malignancy,  or  may  occur  for  no  apparent 
reason. 

Superficial  phlebitis  usually  presents  as  a red,  warm, 
painful,  tender  nodular  area  directly  under  the  skin 
along  the  course  of  a vein.  Edema  is  not  present.  The 
clot  is  adherent  and  is  rarely  the  source  of  emboli. 

Erythema  nodosum  may  be  quite  difficult  to  differen- 
tiate from  superficial  phlebitis,  and  a biopsy  may  be 
necessary.  Cellulitis  should  present  no  problem  in  dif- 
ferential diagnosis,  for  the  process  is  more  diffuse  and 
there  is  no  palpable  cord  along  the  course  of  the  vein. 
Lymphangitis  likewise  should  present  no  problem  in 
diagnosis,  for  again  no  thrombosed  vein  is  palpable  and 
lymphangitis  is  associated  with  chills  and  a high  fever. 

Treatment 

Most  patients  with  superficial  phlebitis  need  nothing 
more  than  rest  and  elevation  of  the  extremity  and  ap- 
plication of  warm,  moist  packs  for  a few  days.  When 
the  pain  and  inflammatory  reaction  are  severe,  phenyl- 
butazone or  oxyphenbutazone  may  be  given  for  three  or 
four  days.  When  the  phlebitis  continues  to  extend  de- 
spite treatment,  anticoagulation  therapy  should  be  ini- 
tiated. 

Deep  Thrombophlebitis 

Deep  thrombophlebitis  is  still  one  of  the  more  com- 
mon complications  of  major  surgical  operations,  preg- 
nancies, fractures  or  injuries  of  the  lower  extremity,  or 
any  serious  illness  that  requires  the  patient  to  be  con- 
fined to  bed.  The  increased  incidence  with  congestive 
heart  failure,  polycythemia,  ulcerative  colitis,  and  car- 
cinomatosis is  well  known.  In  many  instances,  deep 
thrombophlebitis  occurs  for  no  known  reason. 

Early  venous  thrombosis  may  not  be  recognized  clin- 
ically because  of  the  absence  of  local  or  constitutional 
signs.  The  first  indication  of  its  presence  may  unfor- 
tunately be  the  occurrence  of  pulmonary  embolism.  How- 
ever, this  asymptomatic  bland  type  of  venous  thrombosis 
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(phlebothrombosis)  usually  progresses  to  the  more  in- 
flammatory state  of  thrombophlebitis  which  can  be  diag- 
nosed clinically. 

In  the  majority  of  patients,  the  onset  of  deep  phlebitis 
is  gradual  and  mild,  and  the  symptoms  are  often  mis- 
taken for  rheumatism  or  muscle  cramps.  The  discomfort 
is  described  as  a dull  ache  in  the  calf  or  in  the  region 
of  the  thigh  which  is  worse  on  standing,  but  relieved 
by  recumbency. 

The  findings  in  deep  phlebitis  include  edema,  dis- 
tended superficial  veins,  localized  tenderness  in  the  calf 
region  or  over  the  femoral  vein,  and  the  presence  of 
Homans’  sign  with  pain  in  the  calf  region  on  dorsi- 
flexion  of  the  foot  with  the  knee  in  flexion.  Usually, 
only  minimal  systemic  reaction  accompanies  deep  venous 
thrombosis.  A low-grade  fever,  slight  tachycardia,  ma- 
laise, or  a sense  of  apprehension  may  be  present. 

Various  methods  have  been  proposed  to  detect  in- 
travenous thrombi,  including  the  use  of  radioisotopes, 
ultrasonic  flow  detection  studies,  and  measurement  of 
electrical  impedence.  Although  these  tests  hold  great 
promise,  venography  remains  the  most  definitive  method 
of  study  and  should  be  done  when  the  diagnosis  is  in 
doubt. 

Treatment 

Because  of  the  constant  threat  of  pulmonary  embolus, 
anticoagulant  therapy  with  heparin  should  be  started  as 
soon  as  venous  thrombosis  has  been  diagnosed.  Heparin 
is  injected  intravenously  in  doses  of  5,000  units  every 
four  to  six  hours,  or  subcutaneously  in  doses  of  10,000 
to  15,000  units  every  12  hours.  If  the  diagnosis  is  in 
doubt,  heparin  should  be  given  prophylactically,  unless 
contraindicated,  until  venography  is  performed  and  the 
issue  is  settled. 

Ligation  or  clipping  of  the  inferior  vena  cava  is  per- 
formed in  the  patient  in  whom  heparin  is  contraindicat- 
ed, and  in  the  patient  in  whom  pulmonary  embolus  de- 
velops while  he  is  on  anticoagulant  therapy. 

The  patient  with  deep  phlebitis  should  be  kept  in 
bed  with  his  extremity  elevated  and,  if  arterial  pulses 
are  present,  treated  with  warm,  moist  packs.  After  from 
five  to  seven  days,  the  tenderness  usually  subsides  and 
the  patient  may  begin  to  ambulate.  Then,  the  dosage  of 
heparin  is  tapered  and  stopped.  When  significant  edema 
persists,  a well-fitted  elastic  stocking  should  be  worn 
until  such  time  that  edema  no  longer  appears  when  the 
stocking  is  not  worn. 

Venous  thrombectomy  may  be  considered  in  massive 
venous  thrombosis,  particularly  in  young,  otherwise 
healthy  patients. 

Preventive  measures  against  thrombophlebitis  include 
early  ambulation  after  operation,  routine  wearing  of 
light  elastic  stockings  by  patients  confined  to  bed,  eleva- 


tion of  the  foot  of  the  bed,  close  attention  to  fluid  bal- 
ance to  prevent  dehydration,  encouragement  of  active 
and  passive  muscle  exercises,  and  avoidance  of  tight  ab- 
dominal dressings. 

Chronic  Venous  Insufficiency 

After  deep  phlebitis,  the  occluded  vein  usually  be- 
comes recanalized  but  the  valves  remain  permanently 
damaged.  If  the  patient  does  not  properly  care  for  his 
leg  and  wear  a good  elastic  stocking  to  control  edema, 
signs  of  chronic  venous  insufficiency  may  develop  many 
months  or  years  after  the  episode  of  thrombophlebitis. 
These  changes  include  chronic  edema,  pigmentation,  in- 
duration, and  dermatitis.  After  slight  trauma,  ulcers  de- 
velop which  may  be  extremely  difficult  to  heal. 

Treatment 

If  the  patient  is  seen  at  a time  when  he  has  only 
edema  and  pigmentation,  measures  should  be  advised 
to  prevent  the  complications  of  dermatitis  and  ulcera- 
tions. He  should  sleep  with  the  foot  of  his  bed  elevated 
on  four-  to  six-inch  blocks.  He  must  wear  a well-fitted 
elastic  stocking  when  ambulatory.  Exercise  such  as 
swimming,  walking,  or  bicycling  should  be  encouraged, 
and  prolonged  standing  or  sitting  should  be  avoided. 
Women  should  not  wear  panty  girdles  or  garters. 

If  a small,  dean  ulceration  is  present,  a modified  Unna 
paste  boot  is  applied  to  the  leg  and  changed  at  from 
seven-  to  14-day  intervals,  depending  on  the  progress 
of  the  patient.  During  this  period,  he  can  carry  on 
normal  activities  as  long  as  his  occupation  does  not  en- 
tail prolonged  standing.  Most  ulcers  will  heal  in  from 
four  to  12  weeks. 

When  the  ulcer  is  badly  infected  with  surrounding 
cellulitis,  hospitalization  may  be  necessary.  The  patient 
should  be  put  to  bed  with  the  foot  of  the  bed  elevated, 
constant  soaks  applied  to  the  extremity,  and  systemic 
antibiotics  administered.  When  the  ulcer  is  clean,  the 
paste  boot  can  be  applied. 

Very  large  ulcers  will  heal  more  rapidly  and  have  a 
better  chance  of  staying  healed  if  a skin  graft  is  used. 
It  is  important  to  do  a wide  excision  and  remove  all  the 
indurated  area  surrounding  the  ulcer. 

Regardless  of  the  method  used  in  healing  the  ulcer, 
the  patient  must  continue  to  wear  elastic  stockings  and 
carry  out  the  other  prophylactic  measures  to  avoid  re- 
currence of  the  ulcer. 

Summary 

Varicose  veins,  venous  thrombosis,  and  chronic  venous 
insufficiency  are  common  disorders  affecting  millions  of 
people  in  this  country.  Numerous  forms  of  therapy  have 
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The  President  s Message 


The  Medical  Practice  Act  of  Kansas  is  broad  enough 
and  at  the  same  time  has  adequate  restrictions  within 
the  confines  of  its  definition,  licensure,  and  statutory 
authority  to  allow  the  necessary  flexibility  within  legal 
limits  to  make  for  readjustment  of  MDs’  and  nurses’ 
roles  to  meet  changing  techniques  and  skills. 

I propose  that  the  Kansas  Medical  Society  is  on  record 
supporting  all  the  ongoing  nurses’  education  within  the 
state  and  the  expansion  of  nurses’  training  at  KUMC. 

We  energetically  supported  further  expansion  of  the 
nurses’  roles  in  training  of  nurse  clinicians  at  Wichita 
State  University  with  the  state  being  financially  re- 
sponsible for  these  training  programs — again,  it  being 
the  fundamental  responsibility  of  the  education  system 
to  produce  the  type  of  nurse  we  need  and  to  insure  the 
adequacy  of  their  education. 

Lastly,  I,  speaking  for  the  physicians  of  Kansas,  as- 
sure you  individually  and  collectively,  that  the  Kansas 
Medical  Society  will  continue  its  high  interest  in  the 
Nurse  Practice  Act,  hopefully  removing  its  ambiguities, 
spelling  out  in  clear  language  the  restrictions,  and  just 
as  clearly  the  scope  of  practice.  Frankly,  I believe  every- 
one in  the  Medical  Society  desires  a superior  Nurse 
Practice  Act  that  leaves  no  room  for  false  or  double 
interpretation  of  its  meaning. 


President 
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In  idle  moments,  such  as  waiting  for  the  traffic  light 
to  change  or  the  hot  water  to  make  its  way  up  to  the 
bathroom  tap,  we  are  given  to  pondering  the  origins  of 
this  ancient,  sometimes  honored,  and  (to  the  physician’s 
mind,  at  least)  noble  profession  of  medicine.  We  are  a 
little  uncertain  whether  it  was  the  act  of  plying  the 
hunter  with  the  courage-inducing  brew  before  he  took 
on  the  saber-toothed  tiger  or  patching  him  up  after  he 
got  back.  In  other  words,  did  we  first  prescribe — or  use 
the  knife  and  ligature?  At  the  risk  of  offending  our 
surgical  colleagues  (who  offend  easily  when  their  su- 
perior status  is  questioned) , we  opt  for  the  medical 
concept  since  it  seems  probable  that  man  agreed  to  have 
something  poured  down  him,  pushed  up  him,  or  rubbed 
on  him  before  he  consented  to  be  incised.  At  any  rate, 
along  with  the  incantations,  masks  and  purifying  flame, 
every  variety  of  animal,  vegetable  and  mineral  substance 
was  soon  utilized,  limited  only  by  the  imagination  of  the 
practitioner  and  availability  of  a patient  too  weak  to 
resist. 

There’s  no  denying  that  the  physician  and  his  medic- 
inals  have  never  been  far  apart,  and  the  number  and 
variety  of  the  latter  soon  spawned  an  entrepreneur  to 
provide  them,  presumably  leaving  the  physician  more 
time  to  practice  tying  sutures  on  the  bedpost  and  to  de- 
velop his  characteristic  handwriting.  Through  the  years, 
the  apothecary  became  established  as  the  accepted  pur- 
veyor of  medications  and  not  infrequently  the  surrogate 
physician  to  the  community  as  well  (in  about  equal 
balance,  perhaps,  to  the  dispensing  physician). 

But  it  is  with  compassion  that  we  note  that  the  mod- 
ern pharmacist  has  fallen  on  hard  times.  This  is  one 
of  those  statements  that  begs  for  qualification.  Some 
of  them  aren’t  doing  too  badly  financially,  but  this  is 
due  to  their  merchandizing  efforts,  whether  in  the  "pro- 
fessional” pharmacy  sheltered  in  a medical  building  or 
the  supermarket  variety  where  the  pharmaceuticals  are 
tucked  away  behind  the  housewares  and  ladies’  lingerie. 
The  pharmacist  is,  at  one  and  the  same  time,  the  bene- 
ficiary and  the  victim  of  pharmaceutical  technology.  The 
unicorn’s  horn  has  been  ground  up,  purified,  and  made 


Take , of  Each,  One  Part 

into  an  enteric-coated  tablet.  The  essential  chemical  has 
been  extracted  from  the  nightshade  and  bottled  in 
proper  strength  to  permit  convenient  dosage  with  the 
bent  teaspoon  in  the  kitchen  drawer.  The  iron  has  been 
micronized,  capsulized,  and  merchandized  for  guaran- 
teed non-irritating  consumption.  The  bureaucratic  eye 
has  scrutinized  their  purity  and  effectiveness.  And  with 
it  all,  the  working  pharmacist  has  become  a clerk  who 
transfers  the  pharmaceutical  product  from  one  bottle 
to  another  and  labels  it — or  maybe  labels  it  without  even 
transferring  it,  his  most  taxing  duty  being  the  decipher- 
ing of  the  physician’s  writing. 

The  growth  of  the  pharmaceutical  manufacturers  has 
had  obvious  benefits  as  they  are  pleased  to  remind  us: 
research,  quality  control,  support  of  medical  education, 
the  power  to  contend  (if  not  always  win)  in  the  gov- 
ernmental arenas  and,  of  course,  a fantastic  variety  of 
agents  for  the  benefit  of  the  patient,  physician,  pharma- 
cist and,  incidentally,  stockholder.  But  with  this  demon- 
stration of  the  virtues  of  free  enterprise  has  come  a 
progressive  reduction  of  the  role  of  the  pharmacist.  The 
compounding  of  prescriptions  in  the  pharmacy  is  all 
but  dead.  Even  the  dermatologists,  who  dearly  love  to 
throw  in  a pinch  of  this  and  a pinch  of  that,  are  being 
provided  with  ready-made  salves  to  the  point  that  they 
no  longer  need  their  oversize  prescription  pads. 

Now  there’s  nothing  wrong  with  being  a pharma- 
ceutical stock  clerk,  but  there  is  something  wrong  with 
training  a person  extensively  in  the  mysteries  of  phar- 
macy for  seven  years  and  then  put  him  to  work  on  a 
job  that  requires  that  he — or  she — be  able  to  read, 
count  sometimes  as  high  as  100,  and  type  out  a label. 
This  is  not  to  belittle  the  pharmacist — it  is  to  register 
regret  that  so  little  actual  use  is  made  of  his  training. 

The  physician,  meantime,  has  been  an  accessory  both 
before  and  after  the  fact  of  this  changing  pattern.  This 
growing  therapeutic  armamentarium  has  been  a mixed 
blessing.  Even  if  he  has  been  able  to  keep  up  with  the 
bewildering  array  of  medical  agents  available — their 
uses,  limitations,  relative  efficacy,  brand  name  equiva- 
lents, and  so  on — he  generally  reduces  his  usage  to  a 
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few  items  he  feels  comfortable  with.  Again,  there’s 
nothing  wrong  with  this,  but  it  fails  to  tap  the  potential 
of  the  available  agents.  Consequently,  self-serving  gov- 
ernmental studies  purport  to  demonstrate  that  most 
physicians  are  not  using  the  drugs  they  should  or  the 
proper  doses,  nor  are  they  aware  of  the  dangers  to  which 
they  may  be  subjecting  the  patient. 

The  pharmacist  deserves  a better  professional  role  in 
the  health  care  scene,  but  he  is  faced  with  a fixed  de- 
pendence upon  the  physician.  The  nature  of  this  de- 
pendence dictates  that  any  elevation  of  his  status  must 
be  accomplished  with  the  blessing  if  not  the  active  sup- 
port of  the  physician.  We  think  the  physician  can  bene- 
fit from  closer  liaison  with  the  pharmacist.  He  doesn’t 
hesitate  to  utilize  and  consult  other  ancillary  services 
less  vital  than  the  supplying  of  drugs  to  his  patient.  In 
only  one  aspect  can  he  alone  make  the  assessment  of  a 
drug’s  efficacy:  the  actual  effect  of  a given  medication 
on  a given  patient.  But  he  may  profit  from  the  pharma- 
cist’s advice  before  his  choice  of  drug  is  made  and, 
furthermore,  if  the  pharmacist’s  expertise  was  properly 
utilized,  he  could  gain  clinical  experience  which  would 
enhance  the  value  of  his  advice. 

Among  the  most  vocal  critics  of  the  physician  in  his 
drug  utilization  are  his  colleagues  in  the  teaching  in- 
stitutions. If  their  criticism  is  justified,  it  doesn’t  speak 
well  for  their  teaching.  We  suspect,  rather,  that  is  goes 
back  to  the  practitioner’s  reliance  on  certain  things  he 
has  faith  in,  and  it  is  easier  and  safer  to  stay  with  them 
rather  than  try  something  he  is  unfamiliar  with  even 
though  it  might  be  of  greater  value.  His  therapeutic 
effectiveness  could  be  increased  if  he  could  look  upon 
the  pharmacist  as  a consultant  in  arriving  at  the  most 
effective,  safe — and  economical — agent  available.  This 
is  not  to  suggest  that  the  physician  abdicate  any  of  his 
function  and  responsibility  in  the  drug  care  of  his  pa- 
tient, but  that  a plan  be  devised  by  which  he  can  take 
advantage  of  assistance  which  has  always  been  avail- 
able, but  which  the  system  has  stifled. 

We  offer  herewith  and  without  charge  a suggestion 
for  improving  the  physician-pharmacist  relationship — 


Clinical  Cardiology 

( Continued  from  page  239 ) 

been  proposed.  With  newer  methods  of  diagnosis  of 
deep  phlebitis  and  with  improved  evaluation  of  various 
types  of  treatment,  perhaps  some  of  the  conflicting 
opinions  regarding  therapy  can  be  resolved  soon. 


in  this  state  at  least — though  we  doubt  it  will  please 
those  most  directly  involved  in  its  implementation.  The 
Department  of  Pharmacology  at  the  Medical  Center  and 
the  School  of  Pharmacy  should  be  combined  into  one 
department  in  the  Medical  School,  which  will  be  re- 
sponsible for  instructing  medical  students  in  this  area 
and  also  the  pharmacy  students  for  their  function.  Au- 
tonomy being  what  it  is,  we  can  expect  the  School  of 
Pharmacy  to  reject  the  idea  out  of  hand,  and  we  doubt 
if  the  administration  at  the  Medical  Center  is  interested 
in  adding  to  its  already  numerous  headaches.  Neverthe- 
less, closer  association  at  the  academic  level  should  lead 
the  students  to  an  easier  association  in  the  practice  of 
their  postgraduate  functions.  A step  in  this  direction  has 
been  taken  with  the  adoption  of  a plan  for  pharmacists 
to  make  teaching  rounds  with  the  medical  staff  and  stu- 
dents at  the  Medical  Center.  It  escapes  us  as  to  why  the 
School  of  Pharmacy,  its  main  purpose  being  to  train 
pharmacists  whose  service  will  be  primarily  an  extension 
of  the  physician’s  therapeutic  effort,  should  be  separated 
academically — and  geographically — from  the  principal 
area  of  physician  training.  This  amalgamation  in  itself 
would  serve  only  a limited  purpose,  of  course,  unless 
there  was  a subsequent  system  of  communication  estab- 
lished between  the  two  groups  to  perpetuate  the  advan- 
tages of  increased  mutual  respect  and  cooperation  in 
providing  a greater  service  to  the  patient. 

Pharmacists,  in  their  efforts  to  upgrade  their  profes- 
sion and  prevent  any  more  erosion,  are  tempted  to  pro- 
mote plans  to  control  the  utilization  of  drugs — which 
means,  of  course,  the  physician.  Witness  the  recently 
aborted  attempt  on  the  part  of  the  Board  of  Pharmacy  to 
bring  the  physician  under  its  control  in  this  area.  Such 
efforts  are  shortsighted  since  the  physician  cannot  be 
displaced  from  his  position  of  control  and  responsibility 
for  the  patient’s  drug  therapy  even  if  he  wanted  to  be. 
The  effort  on  both  sides  should  be  toward  joining 
forces  to  improve  the  utilization  of  this  therapeutic 
modality  which,  next  to  himself,  is  still  the  physician’s 
prime  weapon. — D.E.G. 


Letters  to  VOX  DOX  should  be 
addressed  to  the  Vox  Dox  Editor, 
Journal  of  the  Kansas  Medical 
Society,  1300  Topeka  Avenue, 
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I Persona 


—IN  KANSAS  MEDICINE 


Robert  A.  Gollier,  Ottawa,  has  announced  his  retirement  after  34  years  of  practicing 
medicine  in  this  community. 


The  Secretary  of  HEW  has  appointed  Kermit  E.  Krantz,  Kansas  City,  to  serve  on 
the  National  Advisory  Child  Health  and  Human  Development  Council  of  the  National 
Institute  of  Health  (NIH) . 


William  J.  Collier,  McPherson,  Harl  G.  Stump,  Hays  and  Lloyd  W.  Reynolds, 

Hays,  attended  the  annual  meeting  of  the  Southwestern  Surgical  Congress  in  Monterey, 
Calif. 


Attending  a Cardiology  meeting  in  Las  Vegas,  Nevada,  was  Robert  A.  Dobratz, 
Beloit. 


F.  Calvin  Bigler,  Garden  City,  was  elected  President  of  the  Kansas  Thoracic  Society. 
Others  elected  were:  Yong  W.  Kim,  Concordia,  President-Elect;  Daniel  L.  Schlozman, 
Kansas  City,  Secretary-Treasurer;  Gerald  R.  Kerby,  Kansas  City,  Councilor  to  ATS. 


Re-elected  to  head  the  National  Council  on  Alcoholism  for  another  term  was  William 
S.  Simpson,  Topeka. 


Earl  B.  Gehr,  Chanute,  presented  a talk  on  arthritis  at  a recent  public  meeting  in 
Neosho  County. 


The  newly  elected  Chairman  of  Kansas  Blue  Shield  is  Alex  C.  Mitchell,  Lawrence. 


Mark  Your  Calendar  Today! 

116th  KMS  ANNUAL  SESSION 
May  4-7,  1975  Glenwood  Manor  Kansas  City 


Open  Letter  to  the  Doctors  of  Kansas 


th 


Anniversary 
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Dear  Doctor,  . . . We  want  your  Wife! 

Actually,  we  need  her  as  an  arm  to  help  the  Kansas 
Medical  Society.  The  Woman’s  Auxiliary  needs  all  of 
our  doctors’  wives.  We  need  their  interest,  ability,  help, 
and  dues. 

Our  members  are  all  special  people.  This  first  at- 
tracted me  to  the  Auxiliary  organization.  As  I tried  to 
pick  out  why  I enjoyed  working  with  Auxiliary  and 
for  the  KMS,  I decided  that  it  was  because  of  the  peo- 
ple, the  doctors’  wives,  whom  I learned  to  know.  They 
are  interesting  women,  of  varied  backgrounds,  talents, 
and  interests.  They  are  fun  to  work  with,  dedicated  as 
you  are  to  helping  people.  They  are  enthusiastic  and 
active  ladies.  They  like  parties  and  also  have  useful  and 
humanistic  goals.  They’re  discouraged  by  the  same 
things  that  discourage  you,  Doctor — government’s  in- 
trusion into  medicine,  the  profession  being  used  as 
a political  football,  and  forces  trying  to  break  down  the 
patient-doctor  relationship.  They’re  willing  to  write  a 
letter  or  send  a telegram  for  our  legislative  program 
LEGS,  and  have  written  many  times.  They’re  willing 
to  save  drugs,  hunt  up  old  x-ray  machines  and  other 
medical  equipment  and  journals,  and  pack  them  off  to 
other  parts  of  the  world  for  International  Health. 
They’re  willing  to  work  for  money  for  AMA-ERF  loans 


(over  $1  million  last  year),  to  help  young  people  be- 
come our  future  doctors. 

Right  now,  we’ve  been  asked  to  help  with  the  new 
program  I AM  (Immunization  Action  Month),  October 
1974.  We  re  told  we  re  needed  to  help  educate  the 
people  of  Kansas  to  have  their  children  inoculated 
against  smallpox,  polio,  and  whooping  cough,  to  pre- 
vent new  epidemics.  National  surveys  show  approxi- 
mately 5 million  of  nearly  14  million  children  ages  1-4 
are  unprotected.  I’m  sure  you  have  seen  these  statistics. 
This  program  is  one  of  community  service  and  educa- 
tion in  which  all  doctors’  wives  can  take  the  lead  in 
alerting  our  communities  to  a danger  arising  from  over- 
confidence  and  lack  of  understanding. 

This  is  just  a small  part  of  the  Auxiliary  to  your 
Kansas  Medical  Society — that  group  of  different  kinds 
of  interesting,  interested,  intelligent,  and  willing  ladies 
who  need  all  the  wives  of  the  doctors  of  Kansas  to 
join  them.  Encourage  your  wife  to  join  us,  Doctor.  Tell 
her  to  try  us — she’ll  like  us! 

Sincerely, 

Dot  Meyer 
President, 

Woman’s  Auxiliary  to  the 
Kansas  Medical  Society 


KaMPAC 

New  Mailing  Address  Effective  Now: 

1300  Topeka  Blvck,  Topeka,  Kansas  66612 
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BLOOD  DISEASES  OF  INFANCY  AND  CHILD- 
HOOD, 3rd  Edition,  by  Carl  H.  Smith,  M.D.  The 
C.  V.  Mosby  Company,  St.  Louis.  1972.  874  pages, 
175  illustrations.  $29.75. 

In  its  third  and  final  edition — due  to  the  death  of 
the  author — this  book  continues  to  hold  its  place  as  the 
leading  reference  on  hematologic  problems  in  children. 
The  text  has  been  expanded  to  incorporate  newer 
knowledge  concerning  the  biochemical,  physiologic,  im- 
munologic, and  genetic  aspects  of  the  hematopoietic 
system.  About  1,200  new  references  have  been  added 
and  several  chapters  revised  and  reorganized.  Discussed 
are  the  effectiveness  of  Rh-immune  globulin  and  amnio- 
centesis relative  to  the  prevention  of  erythroblastosis  and 
the  detection  of  genetic  defects;  the  role  of  2,3  DPG 
in  relationship  to  hemoglobin’s  affinity  for  oxygen; 
phototherapy  and  phenobarbital  for  neonatal  jaundice; 
the  need  for  iron  in  the  first  year  of  life,  and  the  im- 
munologic implications  of  blood  disorders.  The  updated 
aspects  of  the  hemolytic  anemias  are  presented  from 
the  standpoint  of  the  red  blood  cell  membrane,  the 
hemoglobin  molecule,  and  the  intracellular  enzymatic 
defects  and  products  of  metabolism.  Information  about 
the  leukocyte  includes  the  biochemical  and  immunologic 
problems  observed  in  chronic  granulomatous  disease, 
the  relationship  of  E-B  virus  to  infectious  mononucleosis 
and  Burkitt's  lymphoma.  The  newer  approaches  to  the 
treatment,  control,  and  potential  cure  of  leukemia  and 
the  lymphoproliferative  disorders  are  discussed  in  de- 
tail. Aspects  of  the  basic  scheme  of  coagulation  have 
been  updated.  Treatment  of  hemophilia  with  the  new 
products  such  as  cryoprecipitate  and  the  amino  acid 
precipitates  of  purified  factor  VII  is  presented.  The 
pathogenesis  of  disseminated  intravascular  coagulation 
is  included.  The  book  concludes  with  a discussion  of 
the  purpuras  and  the  recent  advances  in  platelet  phys- 
iology in  relationship  to  the  clotting  mechanism  and 
to  thrombocytopathy  and  thrombasthenia.  The  number 


of  illustrations  was  increased  from  85  in  the  2nd  edition 
to  175  in  the  current  edition,  including  the  striking 
twin-to-twin  transfusion  syndrome  in  color. 

The  text  is  recommended  as  a significant  addition  to 
the  nucleus  of  the  medical  library  of  the  family  prac- 
titioner, the  pediatrician,  and  the  pathologist. — H.C.K. 

THE  CARDIAC  ARRHYTHMIAS,  2nd  Edition, 
by  Brenden  Phibbs,  M.D.  The  C.  V.  Mosby  Company, 
St.  Louis.  1973.  205  pages,  264  illustrations.  $7.50. 

This  paperback  second  edition  has  an  expressed  ob- 
jective to  communicate  with  the  utmost  clarity  to  the 
non-cardiologist.  The  interested  reader  is  referred  to 
other  excellent  references  for  "the  more  recondite  as- 
pects of  the  cardiac  arrhythmias.”  The  language  is  ex- 
traordinarily lucid  and  the  illustrations  exemplary.  The 
index  is  adequate  and  the  volume  of  205  pages  is  mod- 
estly priced  at  $7.50. 

The  basic  symptoms  associated  with  cardiac  arrhyth- 
mias, as  well  as  elements  of  treatment,  are  interspersed 
in  the  description.  The  book  is  recommended  for  all 
professionals  working  in  the  acute  sections  of  the  hos- 
pital, as  well  as  medical  students  and  resident  physicians. 
The  manner  of  expression  by  the  author  is  somewhat 
reminiscent  of  the  expression  by  the  well-known  pathol- 
ogist-author Boyd. — N.V.T. 

THE  PEDIATRIC  NURSE  PRACTITIONER,  by 
Fernando  J.  deCastro  and  Ursula  T.  Rolfe.  The  C.  V. 
Mosby  Company,  St.  Louis.  1972.  154  pages.  $6.50. 

This  is  an  excellent  source  of  material  for  the  nurse 
practitioner. 

The  common  everyday  conditions  are  discussed,  with 
the  highlights  brought,  the  important  signs  and  symp- 
toms to  look  for,  and  the  most  important  and  first  treat- 
ment that  should  be  given.  It  is  not  necessary  to  weed 
through  details  unimportant  to  the  care  of  the  patient. 
—R.D.B. 
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KELLOGG  F.  BASCOM,  M.D. 

Dr.  Kellogg  F.  Bascom,  82,  of  Manhattan,  died  May  3,  1974.  He  was  born  September 
22,  1891,  in  Fargo,  North  Dakota. 

Dr.  Bascom  was  graduated  from  the  University  of  Minnesota  School  of  Medicine  in 
1929.  He  practiced  medicine  in  Manhattan  since  1935. 

Surviving  Dr.  Bascom  are  his  wife  and  four  sons. 


LYNN  E.  BEAL,  M.D. 

Dr.  Lynn  E.  Beal,  of  Fredonia,  died  April  29,  1974,  at  the  age  of  68.  He  was  born 
February  26,  1906,  in  Fredonia. 

Dr.  Beal  was  graduated  from  the  University  of  Kansas  School  of  Medicine  in  1933. 
He  practiced  medicine  in  Fredonia  since  that  time. 

Surviving  Dr.  Beal  are  his  wife  and  three  daughters. 


EARL  G.  PADFIELD,  JR.,  M.D. 

Dr.  Earl  G.  Padfield,  Jr.,  87,  of  Salina,  died  March  24,  1974.  He  was  born  July  11, 
1887,  in  Hutchinson. 

Dr.  Padfield  was  graduated  from  the  University  of  Kansas  School  of  Medicine  in  1910. 
Survivors  include  his  wife,  a son,  two  daughters,  and  his  father.  A memorial  education 
fund  has  been  established  with  the  Ophthalmology  Department,  St.  Luke’s  Hospital, 
Kansas  City,  Missouri. 


PERRY  D.  PETTERSON,  M.D. 

Dr.  Perry  D.  Petterson,  of  Wichita,  died  June  1,  1974,  at  the  age  of  53.  He  was 
born  September  6,  1920,  in  Chanute. 

Dr.  Petterson  was  graduated  from  the  University  of  Kansas  School  of  Medicine  in 
19 44. 

Survivors  include  his  wife,  a daughter,  and  three  sons. 
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nnouncements 


Professional  meetings,  conferences,  and  postgraduate 
courses  of  national  importance  are  listed  for  the  Doc- 
tor’s Calendar.  Notice  of  the  session  is  posted  in  ad- 
vance to  allow  the  physician  time  to  make  preparations. 


JULY 

July  22-24  American  Electroencephalographic  Society, 

Seattle:  "Current  Practice  of  Clinical  Elec- 
troencephalography.” Write:  D.  W.  Klass, 
M.D.,  Mayo  Clinic,  Rochester,  Minn.  55901. 

July  28-Aug.  1 National  Medical  Association,  Fairmont 
Roosevelt,  New  Orleans.  Write:  R.  D. 
Watkins,  2109  E St.,  N.W.,  Washington, 
D.  C.  20037. 

AUGUST 

Aug.  12-15  American  Hospital  Association,  Chicago. 

Write:  J.  A.  McMahon,  840  N.  Lake  Shore 
Dr.,  Chicago  60611. 


Oct.  14-17 


Oct.  19-24 


Oct.  21-25 


American  Academy  of  Family  Physicians, 
Los  Angeles  Hilton.  Write:  Roger  Tusken, 
1740  W.  92nd  St.,  Kansas  City,  Mo.  64114. 

American  Academy  of  Pediatrics,  St.  Fran- 
cis and  San  Francisco  Hilton.  Write:  R.  G. 
Frazier,  M.D.,  1801  Hinrnan,  Evanston, 
111.  60204. 

American  College  of  Surgeons,  Miami 
Beach.  Write:  C.  R.  Hanlon,  M.D.,  55  E. 
Erie,  Chicago  60611. 


University  of  Colorado: 

July  15-19  Internal  Medicine,  Estes  Park 

July  22-26  Human  Genetics,  Aspen 


SEPTEMBER 


July  28-31  Pediatrics,  Aspen 


Sept.  4-6  International  Conference  on  the  Physician 

and  Population  Change,  Stockholm,  Swe- 
den. Sponsored  by  World  Medical  Associa- 
tion. Write:  Sir  William  Refshauge,  Sec. 
Gen.,  WMA,  10  Columbus  Circle,  New 
York  10019. 

Sept.  4-7  American  Association  of  Obstetricians  and 

Gynecologists,  Annual.  The  Homestead, 
Hot  Springs,  Va.  Write:  J.  D.  Woodruff, 
M.D.,  Johns  Hopkins  Hospital,  Baltimore 
21205. 

Sept.  18-21  Colorado  Medical  Society,  Broadmoor  Ho- 
tel, Colorado  Springs.  Write:  D.  G.  Derry, 
1601  East  19th,  Denver  80218. 


OCTOBER 

Oct.  10-14  3rd  World  Congress,  Collegijm  Interna- 
tionale Chirurgiae  Digestivae,  Regency 
Hyatt  Chicago,  Hotel.  Write:  University 
of  Illinois,  Surgery  Dept.,  PO  Box  6998, 
Chicago  60680. 


Aug.  12-16  Perinatal  Medicine,  Snowmass-at-Aspen 

Aug.  19-23  Nephrology,  Aspen 

Aug.  25-29  Pathology  in  Gyn-Ob,  Estes  Park 

For  further  information,  write  the  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  School  of  Medi- 
cine, 4200  E.  Ninth  Ave.,  Denver  80220. 


USE  YOUR  MEDICAL 
LIBRARIES 

YOUR  LIBRARIAN  WILL  BE 
HAPPY  TO  ASSIST  YOU 
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Kansas  !Press 
ohs  at  Medicine 


New  Directions  in  Medicine 

Of  all  the  professions,  medicine  to  many  has  seemed 
among  the  most  tradition-bound.  Clergymen  and  lawyers 
were  the  first  to  become  involved  in  the  social  ferment 
of  the  past  decade. 

By  and  large,  though,  physicians  studied  and  practiced 
their  specialties  in  the  same  way.  But  now  the  medical 
profession  is  in  the  throes  of  change,  at  both  the  teach- 
ing and  practicing  ends. 

The  current  situation  recalls  that  of  1910,  when  the 
Carnegie  Foundation  issued  a report  that  revolutionized 
medical  education.  It  led  to  the  abolition  of  the  many 
small,  private  academies  offering  questionable  medical 
diplomas  and  to  formation  of  the  present,  university- 
based  system  of  medical  schools.  Four  years  ago,  the 
Carnegie  Commission  on  Higher  Education  issued  an- 
other report  on  medical  education,  and  it  promises  to 
have  as  profound  an  influence  as  its  predecessor. 

The  basic  thrust  of  the  commission’s  report  was  that 
doctors  were  becoming  over-specialized  and  were  poorly 
distributed  around  the  country.  As  a result,  many  areas 
faced  a crisis  of  "primary  care.”  The  family  doctor 
seemed  doomed  to  go  the  way  of  the  blacksmith  unless 
medical  schools  took  corrective  action. 

They  have.  The  number  of  medical  schools  in  the 
United  States  has  grown  from  84  in  1963  to  114  at 
present,  with  others  on  the  drawing  board.  At  least  47 
of  them  offer  three-year  programs,  and  virtually  all 
have  experimented  with  curriculum  changes.  The  gen- 
eral aim  is  to  encourage  more  students  to  enter  family 
practice  and  to  bring  them  into  earlier  contact  with 
practical  work. 

Many  of  these  innovations  resulted  from  demands  by 
the  students  themselves.  They  want  less  rigidity,  less 


repetition.  They  want  more  work  with  people — sick 
people  but  not  cadavers.  And  they  want  no  part  of  the 
time-honored  biology  "frog.”  As  one  student  said, 
"Frogs  don't  come  to  your  office  and  ask  to  be  cured.” 

The  new  medical  school  of  McMaster  University  in 
Hamilton,  Ontario,  has  pioneered  the  use  of  "com- 
puterized patients.”  A Medical  World  News  writer 
described  how  the  system  works.  "When  a student  sits 
down  at  the  computer,  he  is  told  a list  of  symptoms  and 
expected  to  ask  a series  of  diagnostic  questions,  which 
are  answered  in  ordinary  language.  He  then  prescribes  a 
treatment  and  immediately  gets  graphic  feedback  on  its 
effects:  'Oh!  My  heart  is  speeding  up!  I can’t  see  any- 
more . . . Doctor,  your  patient  has  just  died!’  ” 

Inspired,  perhaps,  by  new  teaching  approaches,  to- 
day’s medical  graduates  have  some  new  ideas  about 
practice.  One  emerging  specialty  is  that  of  "emergency 
physician” — one  who  devotes  all  or  almost  all  of  his 
time  to  treating  patients  in  hospital  emergency  rooms. 

Emergency  room  duty  once  was  considered  one  of  the 
least  desirable  assignments  a doctor  could  draw.  The 
pace  is  generally  hectic  and  non-stop,  and  the  variety  of 
ailments  demanding  treatment  runs  the  gamut  of  human 
ills.  But  that  is  precisely  what  appeals  to  the  new  breed 
of  medical  school  graduate.  The  American  College  of 
Emergency  Physicians,  founded  in  1968,  now  has  4,600 
members  and  hopes  for  formal  certification  by  the 
American  Medical  Association. 

Emergency  specialists  are  not  motivated  entirely  by 
altruism.  They  are  attracted,  too,  by  the  short  week 
(usually  40  hours  on  a regular  shift)  and  by  the  fact 
they  do  not  have  to  rent  office  space  and  buy  costly 
equipment.  Most  important  of  all,  emergency  room 
patients  can  expect  better  care. — The  Topeka  Daily 
Capital,  May  8,  1974. 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDICATIONS:  Ttierapeuticatfp,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
* primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POLYMYXIN  B-BACITRACIN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Poiymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  y32  oz.  (approx.)  foil  packets. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Indications:  Pro  Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respiration 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  this 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evidenced 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should  be 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcerative 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  may 


Therapeutic  comparisons 

in  peptic  ulcer. 


Antacids  have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 


Antacids: 

Antacids  relieve  ulcer  pain  by  neutralizing  gastric 
acid.  This  action  is  relatively  short-lived  and  they  have 
no  other  mode  of  action. 

Pro-Banthine; 

Pro-Banthine  suppresses  gastric  acid 
secretion.  The  antisecretory  properties  of 
Pro-Banthine  are  well  established.  By  effectively 
blocking  vagotonic  impulses  Pro-Banthine  suppresses 
gastric  secretion  to  reduce  both  total  and  free  acid. 

Pro-Banthine  helps  relieve  pain. 

Pro-Banthine  relieves  ulcer  pain  by  reducing  gastric 
secretion  and  the  motility  and  spasm  of  the 
gastrointestinal  tract. 


Pro-Banthine  reduces  acidify  without 
subsequent  acid  rebound.The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthine  activity  lasts  about  six  hours. 
The  effect  of  a single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours!  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8 to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

’Innes,  I.  R.,  and  Nickerson,  M„  in  Goodman,  L.  S„  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York, The  Macmillan  Company, 

1970,  p.537. 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


occur  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
adverse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
insomnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
tion, impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dosage  for  adult 
oral  therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
quent adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
made. 

Pro-Banthine  P.A.  — Each  tablet  of  Pro-Banthine  PA.  (propantheline 
bromide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 

Some  patients  may  require  one  tablet  every  eight  hours 

The  contraindications  and  precautions  applicable  to  Pro-Banthine  lb 
mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  therapy. 
Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used 
concomitantly  with  ‘Dyazide’,  check  serum 
potassium  frequently  — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  elec- 
trolytes were  not  properly  monitored).  Observe 
patients  on  ‘Dyazide’  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium 
(triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely 
ill  cirrhotics.  Thiazides  are  reported  to  cross  the 
placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili- 
rubinemia, thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  pares- 
thesias, icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

Subsidiary  of  SmithKhne  Corporation 

*Serum  Potassium  Level  Drops  During  Long-Term 
Exercise,  Medical  Tribune , July  4,  1973. 

+No  implication  that  ‘Dyazide’  is  useful  in 
preventing  K+  loss  in  athletes  is  intended. 


THE  MARATHON  WINNER 
LOSES  SERUM  POTASSIUM 

as  a result  of  intensive  physical  training.* 


MANY  HYPERTENSIVE  PATIENTS 
LOSE  POTASSIUM 

from  therapy  with  potassium-wasting  diuretics. 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  Trademark 

triamterene)  and  25  mg.  of  hydrochlorothiazide. 

SPARES  THE  HYPERTENSIVE 
PATIENT’S  POTASSIUM  AS  IT 
LOWERS  BLOOD  PRESSURE. 


gaa  or  allergy 


When  the  allergic  patient  has 
a condition  requiring  an  analgesic, 
a new  problem  arises.  “Idiosyncrasy  to 
salicylates  is  not  rare  and  is  usually 
manifested  by  skin  rashes  and  anaphy- 
lactoid reaction.  Sensitivity  to  these 
drugs  occurs  more  frequently  in  pa- 
tients with  asthma  and  allergy." 1 More- 
over, the  previous  ingestion  of  aspirin 
without  ill  effects  is  no  guarantee  that 
subsequent  use  will  not  precipitate 
a severe  reaction.2 

TYLENOL  (acetaminophen),  on 
the  other  hand,  presents  little  risk  of 
allergic  reaction,  even  in  patients  sen- 
sitive to  aspirin, 1 making  it  the  preferred 
analgesic  for  the  allergic  patient. 


This  is  only  one  of  several  ‘types 
for  TYLENOL— that  is,  patients  who 
should  avoid  aspirin.  Considering  all 
of  them,  wouldn't  it  provide  added 
safety  (as  well  as  added  convenience)  to 
recommend  TYLENOL  (acetaminophen) 
routinely  for  simple  analgesia? 

References:  1.  Modell,  W.,  ed.:  Drugs  of  Choice 
1970-1971,  St.  Louis.  The  C.  V.  Mosby  Com- 
pany, 1970,  p.  196.  2.  Goodman,  L.  S..  and  Gil- 
man, A.,  ed.:  The  Pharmacologic  Basis  of 
Therapeutics,  ed.  4,  New  York,  The  Macmillan 
Company,  1970,  p.  327. 3.  Maslansky,  L. 

Paper  delivered  at  Fourth  International  Con- 
gress of  Allergology,  New  York,  Oct.  18, 1961: 
abstracted  Excerpta  Med.  Internat.  Congress 
Series,  No.  42,  p.  124. 

Precautions  and  Adverse  Reactions:  If  a rare 
sensitivity  reaction  occurs,  the  drug  should 


be  stopped. TYLENOL  (acetaminophen) 

has  rarely  been  found  to  produce  any  side  effects. 

Supplied:  Tablets,  325  mg. 

For  Children: 

Elixir,  120  mg./5cc.  (alcohol  7%). 
Drops,  60  mg./0.6cc.  (alcohol  7%). 

Chewable  Tablets,  120  mg. 

Safer  than  aspirin, 
yet  just  as  effective  for  relief 
of  pain  and  fever 

Tylenol 

(acetaminophen) 


(McNEIL) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 
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right  here 
in  this  community 
at  this  moment 


If  you  need  medical  care  you  can  get  it.  And  except  perhaps  in  extreme 
emergency  it  will  come  from  the  doctor  of  your  choice. 


The  private  health  care  delivery  system  in  Kansas  exists  in  an  environment 
that  encourages  adaptability,  accessibility  and  accountability. 


And  professional  charges  here  reflect  local  costs  and  conditions.  This  is 
less  inflationary  than  an  imposed  national  cost  system  that  would  attempt 
to  apply  uniform  charge  levels  to  all  communities. 


The  personal  relationship  between  you  and  your  doctor  is  the  foundation 
of  a great  American  privilege.  Private  medicine. 


Blue  Cross  and  Blue  Shield 

of  Kansas 
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Anatomical  and  Clinical 
Pathology 

Accredited  by  College  of 
American  Pathologists 
A.M.A.  Approved  School  of 
Medical  Technology 


Containers  Furnished  upon  Request 


Deformity  Appliances 
of  Quality 


Orthopedic  and  Surgical  Appliances 

Artificial  Limbs 
Trusses 

Abdominal 
Supports 

Elastic 
Hosiery 


Foot 
Supports 

Taylor  Back  Brace 
Surgical  Made  to  Order  in 

Corsets  Our  Own  Factory 


P.  W.  HANECKi  MFG.  CO. 

1009  McGee  St.  VI  2-4750 

KANSAS  CITY,  MO. 
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Family  Practitioners  to  join  established  group  in  Ottawa, 
Kansas,  a college  town  of  12,000  population,  40  miles  south 
of  Kansas  City.  New  hospital  and  medical  building.  Call  or 
write:  Robert  A.  Gollier  II,  M.D.,  1320  S.  Ash,  Ottawa, 
Kansas  66067  (913-242-1620). 

Professional  Offices  in  Topeka:  Boswell  Building,  1919 

West  10th;  Medical  Plaza  Building,  1001  Garfield;  2400  West 
Building,  2400  West  29th  St.  All  new  or  near  new  and 
available  now  or  finished  to  your  specifications.  Griffith  & 
Blair,  Inc.  913-233-5151. 

Family  Practitioner  to  join  3 FPs  and  1 general  surgeon. 
Individual  practice.  Rotating  night  and  weekend  coverage. 
Luxury  office  available  in  new  modern  building.  New  60-bed 
hospital.  Town  of  6,000.  Drawing  area  of  15,000.  Contact: 
K.  D.  Austin,  M.D.,  520  Main,  Goodland,  Kansas  67735. 
Phone:  913-899-3633. 

Excellent  space  for  a young  M.D.  coming  to  Topeka: 
1919  West  10th  St.,  near  hospital,  800  sq.  ft.  @ $6.00. 
Griffith  & Blair,  Inc.,  913-233-51 51. 


PHYSICIANS — W O R LD W I D E— Spain,  Ja- 
pan, Hawaii,  Maine,  Florida,  California — 
other  areas.  General  Practitioner  or  Special- 
ist needed.  Practice  primary  health  care.  No 
overhead.  Continuing/ graduate  medical  edu- 
cation. Research.  Thirty  days  paid  annual  va- 
cation. Comfortable  salary.  Contact : LCDR 
A.  E.  PIATT,  MSC,  USN,  Medical  Programs 
Officer,  Navy  Recruiting  Area  SIX,  6910  Pa- 
cific Street,  Suite  100.  Omaha,  NE  68106  or 
Telephone:  800-8-11-8000  toll-free. 


Doctor,  we  have  a 
sure  thlnu  for  you! 


Your  patients  have  confidence  in  you — so  you  have  the  right  to 
expect  confidence  in  your  financial  institution — to  be  sure  your 
money  is  safe  . . . and  at  Capitol  Federal  you  have  a sure  thing. 
• New  higher  interest  rates  • over  750  Million  Dollars  in  assets  • 
sound  management  • large  reserves — plus  insurance  with  never 
a worry  about  the  return  on  your  money  or  the  return  of  your 
money.  And,  if  you  would  like  to  transfer  funds  to  Capitol  Fed- 
eral— that’s  one  operation  we  can  handle  for  you.  Just  let  us 
know  if  there  is  any  way  we  can  serve  you. 

k DIRECTOR  DR.  JAMES  A.  McCLURE 


Capitol 

Federal 


•TOPEKA  .JOHNSON  COUNTY 

• OLATHE  • EMPORIA 

• LAWRENCE  .MANHATTAN 


A 


"The  Most  Trusted  Heme  In  Savings' ' 


VOL.  LXXV 
NO.  VIII 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  freq 
and/or  severity  of  grand  mal  seizure' 
require  increased  dosage  of  standaro 
convulsant  medication;  abrupt  withd> 
may  be  associated  with  temporary  im 
crease  in  frequency  and/or  severity! 
seizures.  Advise  against  simultaneou 
gestion  of  alcohol  and  other  CNS  dep 
sants.  Withdrawal  symptoms  (similai 
those  with  barbiturates  and  alcohol) 
occurred  following  abrupt  discontini 
(convulsions,  tremor,  abdominal  anc 
cle  cramps,  vomiting  and  sweating), 
addiction-prone  individuals  under  ca 


According  to  her  major 
y ptoms,  she  is  a psychoneu- 
a : patient  with  severe 
r.  iety.  But  according  to  the 
e :ription  she  gives  of  her 

ings,  part  of  the  problem 
i ' sound  like  depression. 

1 5 is  because  her  problem, 

1 ough  primarily  one  of  ex- 
e ive  anxiety,  is  often  accom- 
£ ied  by  depressive  symptom- 
t ogy.  Valium  (diazepam) 
a provide  relief  for  both— as 
l excessive  anxiety  is  re- 
e ed,  the  depressive  symp- 
) s associated  with  it  are  also 
f n relieved. 

There  are  other  advan- 
tes  in  using  Valium  for  the 
nagement  of  psychoneu- 
: c anxiety  with  secondary 
( ressive symptoms:  the 
Eichotherapeutic  effect  of 
1 ium  is  pronounced  and 
3 id.  This  means  that  im- 
i vement  is  usually  apparent 
3 he  patient  within  a few 
; s rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  B W,  et  al:  Dis  Nerv 
Syst  30: 675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J:  Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


Ireillance  because  of  their  predisposi- 
to  habituation  and  dependence.  In 
inancy,  lactation  or  women  of  child- 
ring age,  weigh  potential  benefit 
inst  possible  hazard. 

''cautions:  If  combined  with  other  psy- 
»tropics  or  anticonvulsants,  consider 
efully  pharmacology  of  agents  em- 
yed;  drugs  such  as  phenothiazines, 
cotics,  barbiturates,  MAO  inhibitors 
1 other  antidepressants  may  potentiate 
action.  Usual  precautions  indicated  in 
ients  severely  depressed,  or  with  latent 
Session,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 


Family  Physician's  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country, 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihood 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— -and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


5 He  a Source  of  Information? 

Yes,  with  certain  reservations, 
'he  average  sales  representative 
ias  a great  fund  of  information 
ibout  the  drug  products  he  is  re- 
ponsible  for.  He  is  usually  able  to 
inswer  most  questions  fully  and 
ntell igently.  He  can  also  supply 
eprints  of  articles  that  contain  a 
>reat  deal  of  information.  Here, 
oo,  I exercise  some  caution.  I usu- 
illy  accept  most  of  the  statements 
ind  opinions  that  I find  in  the 
japers  and  studies  which  come 
rom  the  larger  teaching  facilities, 
t goes  without  saying  that  a physi- 
:ian  should  also  rely  on  other 
.ourcesfor  his  information  on 
)harmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
)f  a pharmaceutical  company 
.hould  be  a graduate  pharmacist 
vho  has  a questioning  mind.  I don’t 
hink  this  is  possible  in  every  case, 
rnd  so  it  becomes  the  responsibility 


;apacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
:ional  material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

fhe  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
;al  companies  are  not  producing  all 
his  material  as  a labor  of  love  — 
hey  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
[he  ambitious  and  improperly  moti- 
j/ated  sales  representative  can 
pxert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
pn  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  Thattraining, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right"  amounts  of  Uosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients  precise  needs— 
without  regard  to  package  size. 
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The  Dean  s Letter — 1974 


D.  CRAMER  REED,  M.D.,  Wichita * 

It  was  with  humility  and  enthusiasm  that  the  Wichita 
State  University  Branch  of  the  University  of  Kansas 
School  of  Medicine  accepted  the  invitation  to  join 
KUMC  in  the  submission  of  papers  prepared  by  our 
own  faculty  members  for  inclusion  in  a single  issue  of 
the  Journal  of  the  Kansas  Medical  Society.  We 
are  most  appreciative  of  this  opportunity  to  acquaint 
members  of  the  Kansas  Medical  Society  with  "who''  and 
"what"  we  are. 

This  initial  communication  will  be  relatively  brief  be- 
cause, in  this  day  of  rapidly  changing  concepts,  any  re- 
port regarding  the  current  state  of  the  art  deals  with 
facts  and  concepts  which  are  already  in  a state  of  flux. 
The  Branch,  established  by  the  Kansas  Board  of  Regents 
in  September  1971,  received  its  initial  class  of  15  stu- 
dents assigned  from  KUMC  in  January  1974.  In  terms 
of  the  usual  time  required  for  the  establishment  of 
similar  clinical  medical  schools,  this  is  a relatively  short 
period  during  which  innumerable  academic  and  admin- 
istrative tasks  must  be  completed.  Even  so,  much  has 
been  done  by  the  six  departmental  chairpersons  and  the 
administrative  staff.  Of  equal  significance  has  been  the 
remarkable  cooperation  of  the  over  200  Sedgwick  Coun- 
ty physicians  who  have  accepted  part-time  faculty  ap- 
pointments. Fewer  than  8 per  cent  of  these  physicians 
receive  any  reimbursement  for  their  involvement  with 
the  teaching  program.  No  "honorary"  academic  appoint- 
ments have  been  awarded ; this  translates  to  the  fact  that 
each  faculty  member  is  or  will  be  directly  involved  with 
medical  students.  Some  of  these  individuals  provide  as 
much  as  20  hours  of  contact  teaching  time  per  week. 
Prior  to  the  arrival  of  students,  seven  committees,  total- 
ing more  than  100  community  physicians,  actively  as- 
sisted in  the  development  of  course  objectives  and  cur- 
riculum guides  for  family  practice,  medicine,  surgery, 
ob-gyn,  pediatrics,  and  psychiatry  clerkships.  It  is  re- 
grettable that  space  does  not  permit  public  identification 
of  each  of  these  devoted  men  and  women  for  their  past 
and  ongoing  contributions  to  the  Branch. 

Executive  Vice-Chancellor  Rieke  has  set  forth  the  ra- 
tionale for  developing  a clinical  branch  at  Wichita  State 
University  in  his  annual  University  of  Kansas  School  of 

* Dean,  Wichita  State  University  Branch  of  University  of 
Kansas  School  of  Medicine,  2221  N.  Hillside,  Wichita,  Kansas 
67219. 


KUMC-W  ichita  State  University  Branch 


Medicine  report  appearing  in  prior  March  issues  of  the 
Journal  of  the  Kansas  Medical  Society.  In  the 
interest  of  space  conservation,  this  data  will  not  be 
replicated. 

Following  Regents’  endorsement  in  1971,  and  Legis- 
lative funding  in  January  1972,  the  Branch  established 
certain  principles  to  guide  the  development,  conduct, 
and  refinement  of  our  community-based  clinical  under- 
graduate medical  education  curriculum.  The  following 
is  a summary  of  these  factors. 

1.  Commitment  to  assist  KUMC  in  improving  the 
retention  of  Kansas  physicians.  While  there  is  no  simple 
solution  to  this  issue,  our  long-range  goal  is  to  empha- 
size primary  health  care  and  strengthen  the  rural  pre- 
ceptorship  and  develop  model  "outreach"  practice  con- 
cepts. The  broad  support  of  ongoing  and  establishment 
of  needed  new  graduate  medical  education  programs  in 
Wichita  possibly  are  the  most  important  contributions 
the  Branch  can  make  in  this  area. 

2.  Expeditious  utilization  of  the  full  spectrum  of 
Wichita  metropolitan  area  governmental,  public,  and 
private  health  care  facilities  rather  than  establishing  a 
free  standing  university  hospital  system. 

3.  Through  integrated,  interdisciplinary  clinical  ex- 
periences, it  is  hoped  that  an  improved  sense  of  trust, 
respect,  and  understanding  of  professional  roles  will 
emerge  between  student  physicians  and  other  health 
care  professionals.  Patients  should  benefit  from  im- 
proved communication  between  those  responsible  for 
their  care. 

4.  The  "finished  product”  (young  physician) — should 
be  academically  qualified,  but  also  capable  of  exhibiting 
humane  concern  for  his  or  her  patients,  and  having  an 
understanding  of  community  problems  and  the  socio- 
environmental  elements  of  illness  with  which  we  are  all 
confronted  today. 

Community  Service  Programs 

The  primary  responsibility  of  the  Branch  is  unques- 
tionably that  of  providing  the  best  possible  obligatory 
and  elective  clinical  clerkships  for  approximately  120 
medical  students  by  1977.  However,  it  is  the  conviction 
of  the  faculty  and  staff  that  there  is  a compelling  re- 
sponsibility to  concomitantly  develop  consumer-oriented 
programs  for  which  there  is  documented  need. 
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At  present,  four  such  projects  are  in  operation  or  in 
advanced  stages  of  development.  The  first  is  the  Model 
Cities  Neighborhood  Health  Stations  Primary  Care  Proj- 
ect, conducted  cooperatively  with  the  Wichita-Sedgwick 
County  Department  of  Community  Health.  In  addition 
to  providing  health  care  for  approximately  1,000  people, 
the  three  health  stations  also  serve  the  academic  function 
of  model  ambulatory  health  centers  to  which  students 
from  the  Branch  and  WSU  College  of  Health  Related 
Professions  are  assigned  for  observation  and  actual  clini- 
cal experiences  upon  approval  of  the  patient. 

The  second  public  service  program  is  funded  through 
a Kansas  Regional  Medical  Program  grant.  The  Hyper- 
tension Screening  and  Awareness  Project  is  co-sponsored 
by  the  Medical  Society  of  Sedgwick  County  and  the 
Sedgwick  County  Heart  Association.  It  involves  a speci- 
ally adapted  recreational  motor  vehicle  which  is  scheduled 
into  various  areas  of  the  city  and  county  to  take  blood 
pressures  and  perform  a health  education  function  relating 
to  hypertension.  Citizens  with  elevated  blood  pressures 
are  referred  to  their  own  physician  or,  if  they  have  none, 
to  a cooperating  physician  for  followup  and  indicated 
treatment.  Beginning  in  July,  the  screening  project  team 
was  joined  by  allied  health  and  medical  students  from 
Wichita  State  and  the  Branch.  Such  teams,  on  invitation 
of  the  local  county  medical  society,  will  travel  to  com- 
munities outside  Sedgwick  County  to  assist  in  screening 
for  hypertension  and  possibly  other  selected  medical 
conditions,  such  as  diabetes. 

Another  planned  service-related  program  is  entitled 
the  Physician-Community  Awareness  Project.  This  is  a 
cooperative  project  involving  the  three  Wichita  com- 
munity hospitals  and  KUMC.  Invitations  are  being  ex- 
tended to  spokesmen  for  medically  underserved  com- 
munities throughout  the  state,  inviting  them  to  partici- 
pate in  the  program  in  Wichita  on  October  5.  The 
agenda  consists  of:  (1)  A half-day  discussion  of  the 
problems  and  possible  solutions  relating  to  the  location 
of  physician (s)  in  their  communities;  and  (2)  Arrang- 
ing for  interested  medical  students,  interns,  and  residents 
to  visit  privately  with  the  various  participating  com- 
munity leaders. 

Another  Branch  project  is  planned  for  introduction 
in  the  fall  of  1974.  It  is  designed  to  provide  clinical 
experiences  for  Branch  medical  and  College  of  Health 
Related  Professions  Allied  Health  students.  This  pro- 
gram will  involve  carefully  supervised  inner-city  health 
care  delivery  and  rural  community  "store  front"  models. 
Several  Kansas  communities,  having  no  physician,  have 
expressed  interest  in  being  involved  in  this  project  which 
has  the  potential  of  demonstrating  the  effectiveness  of 
physician  extenders  (physician’s  assistant  and  nurse 
clinician),  as  well  as  other  members  of  the  health  care 
team.  Another  major  function  of  such  mini-clinic  opera- 


tions will  be  to  demonstrate  to  the  student  physician  the 
importance  of  developing  managerial  skills  and  learning 
how  to  effectively  communicate  with  other  health  profes- 
sionals in  a "real  world”  setting. 

The  Future 

It  has  been  said  that  "there  can  be  no  significant  in- 
novation in  education  that  does  not  have  at  its  center 
the  attitudes  of  faculty;  and  it  is  an  illusion  to  think 
otherwise."  The  Branch  concurs  with  the  accuracy  of 
this  statement.  Consequently,  the  goals  and  priorities 
identified  in  a 1972  "white  paper"  titled,  "Statement  on 
Curriculum  Development,  WSU  Branch"  are  subject  to 
ongoing  faculty  re-evaluation.  (A  copy  of  the  WSU 
Clinical  Branch  "Statement  on  Curriculum  Develop- 
ment” may  be  obtained  by  writing  WSU  Branch,  Uni- 
versity of  Kansas  School  of  Medicine,  2221  North  Hill 
side,  Wichita,  Kansas  67219.) 

In  addition  to  the  continuous  review  of  the  Branch 
objectives  and  educational  methodologies,  the  faculty 
and  administrative  staff  are  planning  several  future  ac- 
tivities among  which  are: 

Continuing  early  student  exposure  to  role  models  of 
experienced,  relevant,  dedicated  practicing  physi- 
cians. Inherent  to  this  is  recognition  of  the  im- 
portance of  primary  care. 

Supporting  the  development  of  new  types  as  well  as 
ongoing  postgraduate  medical  education  programs 
presently  conducted  in  the  Wichita  metropolitan 
area.  The  Branch  is  acutely  aware  of  the  enormous 
rapid  advances  in  medicine.  Certain  teaching  de- 
partments are  planning  for  seminars  designed  to 
emphasize  current  medical  trends  during  the  next 
year.  In  response  to  frequent  requests  of  area  physi- 
cians, a broad  topic  under  consideration  for  early 
presentation  is  a series  of  lectures  concentrating  on 
present  day  basic  medical  science  concepts. 

Assisting  the  two  Wichita  family  practice  residency 
programs  to  accomplish  their  respective  goals.  Basic 
to  this  is  the  recognized  need  to  provide  academic 
and  financial  support  to  extend  the  programs  into 
communities  away  from  Wichita  and  to  experiment 
with  new  modes,  of  family  practice  graduate  medical 
education. 

It  would  be  an  oversight  if  this  letter  did  not  express 
sincere  appreciation  and  thanks  to  the  faculty  of  our 
sister  institution,  KUMC,  for  its  cooperative  support, 
and  to  the  many  other  physicians  and  area  legislators 
who  have  supported  us  so  remarkably  during  this  forma- 
tive period.  We  have  made  and  undoubtedly  will  make 
more  mistakes;  members  of  the  Kansas  Medical  Society, 
however,  can  be  assured  that  we  have  learned  from  them, 
and  will  improve  with  maturity. 


New  Beginnings 


The  Wichita  State  University  Branch  of  KUMC 


JOSEPH  F.  DOMINIC,  Pli.D.,*  Wichita 


Medical  education  literature  is  prolific  with  en- 
thusiasm for  widespread  change  in  the  prepara- 
tion of  today’s  physicians  and  the  general  delivery  of 
health  care  services.  This  enthusiasm  obscures,  some- 
what, the  fact  that  significant  change  has,  indeed,  taken 
place  in  medical  school  curricula  since  the  widespread 
reform  movements  in  universities  during  the  middle  and 
late  1960s.  Corresponding  with  these  movements,  medi- 
cal students  have  since  been  assuming  a large  share  of 
responsibility  for  making  sure  that  their  education  stays 
current  in  providing  what  they  need  to  function  suc- 
cessfully as  physicians  in  a changing  world.  Examples  of 
this  effort  are  the  now  highly  visible  SAMA  organiza- 
tion, and  publications  such  as  The  New  Physician. 

Medical  schools  too  have  been  generally  responsive 
to  the  demands  for  change,  as  the  following  examples 
suggest.  One  type  of  innovation  which  reflects  the  best 
cooperative  efforts  of  both  students  and  faculty  is  the 
development  of  courses,  such  as  "Clinical  Process”  at 
KUMC,  and  the  growth  of  departments  of  human  ecol- 
ogy. A primary  goal  of  such  courses  and  departments 
is  broadly  based  instruction  in  extra-disciplinary  sub- 
jects which  integrate  variously  with  the  total  environ- 
ment of  medicine  in  the  modern  world.  These  courses 
provide  opportunities  for  student  exposure  and  inquiry 
on  a wide  range  of  topics,  such  as  the  role  of  allied 
health  professionals  in  medicine,  problems  of  aging, 
human  sexuality,  medical  ethics,  and  the  total  environ- 
ment which  produces  illness,  to  cite  just  a few.  These 
courses  generally  include  some  practical  clinical  experi- 
ence for  students  as  well.  The  KUMC  Clinical  Process 
course,  with  imaginative  leadership  and  supervision,  ap- 
pears to  be  high  on  the  list  of  students’  favorite  courses. 

Another  obvious  response  to  student  and  physician 
demands  for  change  in  the  area  of  primary  care  was 
the  addition  of  family  practice  clerkships  to  the  clinical 
curriculum.  As  a discipline,  family  practice  is  now  taking 
energetic  strides  to  entrench  itself  firmly  among  the  tra- 
ditional clinical  disciplines.  One  of  its  chief  selling 
points  is  its  function  of  correlation  and  integration 
among  all  the  medical  sciences. 

A third  example  of  change  stemming  from  medical 

* Director,  Student  and  Program  Development. 


student  unrest  with  traditional  learning  formats  has  been 
the  series  of  efforts  to  integrate  basic  science  instruction 
with  various  organ  systems  of  the  body.  Harvard  was 
a leader  in  this  innovative  venture  in  1966-1967.  This 
concept  for  change  was  then  taken  up  by  several  schools 
and  even  extended  to  very  daring  proportions  by  the 
McMaster  University  (Hamilton,  Ontario).  However, 
Harvard’s  experience  turned  sour  as  National  Boards 
results  began  to  show  that  the  students  who  had  taken 


Salient  features  of  the  KUMC-Wiehita 
Branch  programs  are  reviewed,  with  at- 
tempts to  suggest  the  relationships  between 
the  various  dimensions  of  these  programs 
and  the  primary  goals  of  the  Branch. 


the  organ-system  sequence  were  not  doing  as  well  on 
the  National  Boards  science  sections  as  others  who  had 
taken  the  conventional  basic  science  courses.  Critics 
openly  blamed  the  falling  scores  on  the  new  curriculum; 
defenders  argued  that  the  reason  for  the  lower  science 
scores  was  that  the  National  Boards  tested  for  a learning 
format  which  Harvard  had  abandoned  in  favor  of  the 
integrated  course.  The  result  of  this  conflict  was  indeed 
major  news  last  fall  as  Harvard  appeared  to  be  reverting 
to  more  traditional  instruction  in  the  basic  sciences. 

The  most  recent  development  growing  out  of  this 
whole  environment  for  change  has  been  the  community- 
based  clinical  education  programs,  e.g.,  Michigan  State’s 
multi-campus  programs  in  cities  such  as  Grand  Rapids; 
the  University  of  Illinois  programs  at  Rockford  and 
Peoria;  and  Indiana’s  multi-campus  concept.  On  the  one 
hand,  these  programs  were  pragmatic  responses  to  the 
demand  for  increased  output  of  physicians.  By  utilizing 
already  existing  structures  and  acute  care  facilities  (com- 
munity hospitals,  some  involved  in  graduate  medical 
education,  others  not) , more  physicians  theoretically 
could  be  educated  at  a lower  cost  per  student.  But  just 
as  important,  these  community-based  programs  were  also 
a response  to  the  demand  for  increased  opportunities  in 
primary  care  education. 

It  was  in  this  atmosphere  of  change  that  the  Wichita 
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State  University  Branch  of  Kansas  University  School  of 
Medicine  was  established  and  within  which  it  now  strives 
to  authenticate  itself.  While  it  was  true  that  as  a com- 
munity-based clinical  education  program  the  WSU 
Branch  had  several  models  on  which  to  pattern  itself, 
some  of  its  problems,  political  vicissitudes,  strengths, 
and  weaknesses,  were  unique  to  Wichita,  Wichita  State 
University  and  Kansas,  and  as  such  are  not  part  of  this 
paper.  So,  it  was  not  desirable  to  simply  borrow  the 
curriculum  of  an  already  established  community-based 
program. 

The  task  of  developing  a curriculum  which  would 
provide  for  the  highest  quality  of  professional  clinical 
training  and  would  also  accommodate  the  changing 
needs  of  students  and  the  people  of  Kansas  was  a subject 
of  much  discussion  during  the  year  of  development 
(1972-1973).  An  even  larger  task  centered  around 
strategies  for  developing  in  students  and  faculty  human- 
istic attitudes  toward  the  practice  of  modern  medicine. 
It  should  be  noted  that  the  word  "humane”  escaped 
usage  in  the  previous  statement  for  the  reason  that  it 
now  suffers  from  over-kill  at  the  hands  of  many  who 
write  and  talk  about  patient  care.  Besides,  it  assumes 
something  with  which  this  writer  is  not  yet  comfortable, 
viz.,  that  genuine  caring  for  people  can  be  taught  by 
demonstration.  The  word  "humanistic,"  on  the  other 
hand,  relates  to  a larger  context  which  has  a broad 
historical  base.  As  such,  it  implies  that  the  acquisition 
and  integration  of  knowledge  and  experience  is  a func- 
tion of  man’s  mission  to  strive  for  the  largest  possible 
perspectives  on  reality.  So  translated,  the  term  "human- 
istic" best  suits  a primary  goal  of  the  WSU  Branch,  i.e., 
to  create  an  environment  in  which  medical  students  can 
have  guidance  as  well  as  role  models  for  acquiring  and 
integrating  knowledge  and  skills  in  the  following  cate- 
gories: the  interrelationships  of  man,  science  and  tech- 
nology; the  functions,  capabilities,  and  limitations  of 
science  and  technology ; the  whole  environment  in  which 
people  become  ill,  are  treated,  and  recover;  external 
forces  which  produce  change  in  the  physician’s  world 
(government,  economics,  health  care  institutions,  third- 
party  payor,  colleagues,  patients,  etc.)  ; and,  finally,  the 
self  and  its  needs,  specifically,  the  need  for  intellectual 
and  emotional  growth  in  the  face  of  unrelenting  and 
sometimes  self-imposed  demands  upon  the  physician’s 
time.  By  having  structured  experience  in  these  areas,  it 
is  hoped  that  the  new  physician  can  be  more  preventive 
and  problem  oriented  in  diagnosing  illness,  more  effi- 
cient and  expert  in  sorting  out  and  providing  the  most 
effective  forms  of  treatment,  and  more  sensitive  to  the 
human  conditions  in  which  illness  resides. 

It  was  with  these  ends  in  mind  that  the  curriculum  for 
the  Branch  was  shaped.  The  finished  product,  which  has 
been  operational  since  January  1974,  consists  of  several 


dimensions.  First,  are  the  five  required  clerkships:  sur- 
gery and  medicine — 10  weeks  each;  pediatrics  and  ob- 
gyn — eight  weeks  each;  and  psychiatry — six  weeks.  The 
varying  lengths  of  these  clerkships  represent  the  con- 
sensus of  faculty  and  practicing  physician  consultants 
as  to  the  blocks  of  time  in  which  each  segment  of 
learning  could,  in  their  judgment,  be  adequately  and 
effectively  accomplished.  These  time  frames  will  be 
subject  to  change  as  more  experience  is  acquired  in  de- 
termining the  results  of  our  efforts.  Each  discipline  uses 
newly  prepared  curriculum  guides  which  specify  goals 
for  each  segment  of  the  course,  as  well  as  required  and 
recommended  reading  and  self-study  materials.  By  de- 
sign, there  is  not  yet  a required  clerkship  in  family 
practice  or  community  medicine.  Because  these  are  areas 
of  growing  importance,  we  feel  that  the  fullest  potential 
of  these  disciplines  must  be  built  into  whatever  instruc- 
tional model  is  used.  This  is  one  area  in  which  the 
Branch  hopes  to  organize  interdisciplinary  clinical  ex- 
periences with  students  from  the  College  of  Health  Re- 
lated Professions  at  WSU. 

The  first  class  of  1 5 students  coming  to  Wichita,  after 
18  months  of  basic  science  education  in  Kansas  City, 
is  presently  divided  into  three  groups,  with  the  result 
that  three  clerkships  are  in  process  simultaneously.  In 
the  hospitals,  students  are  under  the  supervision  of 
members  of  the  faculty  and  senior  house  staff  and  are 
assigned  patients  for  whom  they  assume  varying  degrees 
of  professional  responsibility:  performing  histories  and 
physicals,  requesting  appropriate  lab  procedures,  diet 
management,  and  patient  record-keeping.  They  are  re- 
quired to  participate  in  daily  teaching  rounds,  and  at- 
tend seminars  and  special-topic  conferences.  As  such,  the 
form  of  these  clerkships  differs  little  from  most  other 
programs,  except  that  students  have  at  least  one  change 
of  service  and  frequently  a change  of  hospitals  half- 
way through  the  clerkships.  One  innovative  element  in 
the  psychiatry  clerkship,  however,  is  the  weekly  self- 
awareness  and  interpersonal  skills  seminar.  The  theoreti- 
cal base  for  such  a seminar  is  that  aberrations  of  be- 
havior might  best  be  understood  as  they  exist  potentially 
in  each  of  us.  In  providing  this  experience  for  students, 
it  is  the  intention  of  the  psychiatry  department  to  de- 
velop informed  attitudes  about  human  behavior  which 
resist  the  stereotypic  categories  to  which  many  phy- 
sicians assign  their  problem  patients. 

A very  important  process  which  occurs  during  each 
of  the  clerkships  is  a multi-dimensional  assessment  pro- 
gram. Supervised  by  the  office  of  medical  education,  this 
process  involves  check-list  evaluations  made  by  each 
faculty  member  who  has  supervisory  responsibility  for 
students.  Ideally,  every  two  to  three  weeks,  an  evalu- 
ation is  made  regarding  the  students’  interpersonal  skills 
(with  patients,  colleagues,  and  superiors)  and  another 
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for  clinical  skills.  Students  are  encouraged  to  meet  with 
their  supervisors  subsequent  to  each  evaluation  to  clarify 
the  responses  and  have  clear  understandings  about  their 
assets  and  deficiencies.  These  evaluation  forms  are  then 
kept  in  open  files  for  students  to  consult  according  to 
need.  Written  examinations  vary  in  frequency;  surgery 
requires  one  a week,  for  example,  and  medicine,  one 
every  three  weeks.  This  is  a third  mechanism  for  helping 
students  to  continually  assess  their  progress.  Students 
are  expected  to  provide  assessments  of  faculty  per- 
formance also.  This  is  to  assist  departmental  efforts 
in  developing  programs  of  excellence  by  insuring  that 
the  teaching  function  is  consistent  with  that  goal. 

A second  aspect  of  the  curriculum,  the  Advisorship, 
is  an  attempt  to  give  students  the  opportunity  for  super- 
vised private  practice  experience  in  settings  which  real- 
istically reflect  the  routines,  pressures,  and  rewards  of 
urban  primary  care.  In  January,  students  were  assigned 
to  a family  practitioner  (in  most  cases)  who  had  pre- 
viously indicated  interest  in  serving  in  the  role  of  mentor, 
counsellor,  administrator,  friend,  and  colleague  to  medi- 
cal students.  For  the  first  six  months  of  their  training 
in  Wichita,  students  spend  one  afternoon  and  some- 
times an  evening  assisting  the  physician  in  his  or  her 
office.  Plans  now  call  for  students  to  be  given  several 
options  for  making  best  use  of  this  open  afternoon 
throughout  the  remainder  of  their  training  in  Wichita. 
They  may  choose  to  stay  with  their  advisor-physician 
for  another  three  months;  be  assigned  to  the  office  of 
a specialist  or  another  family  practitioner;  engage  in  a 
research  project  related  to  a special  health  interest; 
become  involved  in  the  work  of  a community  service 
agency.  All  of  these  options  are  an  attempt  to  enlarge 
upon  the  student’s  clinical  learning,  provide  contexts 
for  humanistic  attitude  development,  and  sophistication 
of  interpersonal  skills,  and  to  create  a sense  of  com- 
munity awareness.  Advisors  in  this  program  also  do 
formal  evaluations  on  the  activity  and  performance  of 
students  under  their  supervision. 

After  completion  of  their  five  required  clinical  clerk- 
ships, the  students  will  be  required  to  participate  in  a 
four-week  preceptorship.  Consideration  is  being  given 
to  developing  flexible  procedures  in  which  the  preceptor- 
ship  setting  might  vary  from  private  office  to  satellite 
clinic,  to  a mobile  health  care  clinic  or  "store  front’’ 
clinic  in  communities.  This  is  another  area  in  which 
interdisciplinary  clinical  experience  would  be  quite  effec- 
tive. 

A salient  feature  of  the  clinical  curriculum  is  Inter- 
phase. This  word  refers  to  a concept  for  extending  the 
goals  of  the  clinical  process  course  taken  during  basic 
science  at  KUMC.  The  Interphase  (the  initial  orienta- 
tion period  of  two  weeks  for  all  new  students  is  re- 
ferred to  as  Introphase)  consists  of  three  week-long 


blocks  of  time,  which  are  interspersed  between  clerk- 
ships. During  these  periods,  all  students  meet  together 
away  from  the  hospitals  in  an  environment  conducive  to 
temporary  deceleration  and  eclectic  inquiry.  They  par- 
ticipate in  discussions,  seminars,  and  simulations,  they 
view  films  and  demonstrations  on  a wide  range  of  topics 
designed  to  provide  incentives  for  broadening  their 
capacity  for  integrated  learning,  and  for  adjusting  emo- 
tionally and  intellectually  to  the  growing  complexities 
of  medical  practice.  Three  of  these  sessions  have  now 
been  completed:  an  introphase  for  the  first  class  in  Jan- 
uary 1974,  an  interphase  at  the  end  of  March,  and  one 
in  mid-July.  In  general,  topics  are  selected  which  cut 
across  three  major  categories:  (1)  personal  and  pro- 
fessional growth;  (2)  the  physician  and  the  patient; 
(3)  medicine  and  the  community.  The  following  is  a 
brief  description  of  past  interphase  activities  along  with 
a topic  listing  for  subsequent  interphases. 

In  addition  to  the  conventional  orientation  activities 
during  introphase  (orientation  to  community,  super- 
visors, facilities,  etc.),  students  first  participated  in  a 
seminar  led  by  a human  relations  professional.  The  sub- 
ject was  personal  goals  and  expectations  as  a vital  in- 
gredient of  "winning  at  life.”  Along  this  same  line,  an- 
other session  introduced  students  to  the  variety  of  roles 
which  both  physician  and  patient  play  in  any  given  inter- 
view situation.  Here  students  were  separated  into  teams 
of  three,  and  each  had  a turn  at  simulating  the  roles  of 
physician,  patient,  and  observer.  Another  seminar  was 
held  on  the  subject  of  communication  problems  which 
develop  between  patient  and  physician  as  the  result  of 
the  physician's  intolerance  for  the  role  of  the  "story"  in 
the  patient’s  description  of  illness.  Students  viewed  a 
film  in  which  two  brothers’  explanations  of  their  re- 
spective past  conflict  with  the  truth.  The  story  told  by 
the  older  brother  is  an  attempt  to  substitute  self-gratifi- 
cation for  an  honest  admission  of  illness.  This  was  dis- 
cussed from  the  perspective  of  the  physician’s  role  in 
recognizing  the  various  ways  in  which  patients  construct 
elaborate  stories  in  which  they  frequently  hide  their 
illness.  Another  activity  provided  first-hand  experience 
with  one  way  in  which  a community  provides  medical 
care  for  the  needy.  Students  were  divided  into  teams 
of  two  and  accompanied  community  health  nurses  on 
rounds  throughout  the  city  for  an  afternoon.  Students 
reported  a more  sensitive  realization  of  the  important 
role  of  the  visiting  nurse  and  the  dilemmas  as  well  as 
the  health  value  of  this  service.  In  the  area  of  medical 
science,  students  were  also  given  refresher  courses  con- 
cerning such  topics  as  fluids — electrolytes  and  acid-base 
balance,  practical  principles  of  radiology,  nutritional 
intervention,  and  electrocardiographic  interpretation.  In 
addition,  there  was  a demonstration-discussion  of  emer- 
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gency  resuscitation  procedures,  and  a panel  presentation 
on  the  physiology  of  male  and  female  sexuality. 

The  March  interphase  was  conducted  after  students 
had  completed  their  first  clerkships.  Students  participated 
in  seminars  on  the  biology  of  aging,  and  on  death  and 
dying.  The  latter  included  perspectives  on  cultural,  in- 
tellectual, and  emotional  dimensions  of  death  and  dying. 
A practicing  Wichita  hematologist,  whose  main  concern 
is  for  cancer  patients,  led  these  discussions.  The  theme 
"Medicine  and  the  Community’’  was  discussed  in  another 
session  by  the  director  of  the  Sedgwick  County  Public 
Health  Department.  Students  spent  a morning  at  the 
Wichita-Sedgwick  County  Community  Health  Center, 
where  they  were  made  familiar  with  the  programs  super- 
vised by  public  health  professionals  and  discussed  the 
impact  of  such  programs  as  change  agents  on  various 
segments  of  the  community.  In  another  session,  students 
heard  a presentation  on  some  aspects  of  homosexuality 
and  the  predisposition  of  this  type  of  individual  toward 
becoming  a problem  patient.  Two  homosexuals  led  the 
ensuing  discussion,  which  focused  on  behavior-pattern 
myths  which  many  young  people  have  about  homo- 
sexuality. The  purpose  of  this  session  was  to  allow  stu- 
dents to  positively  process  their  own  feelings  about  this 
patient  type. 

In  a subsequent  meeting,  students  participated  in  a 
seminar  on  common  ophthalmologic  problems  which  fre- 
quently elude  accurate  diagnosis  by  the  physician.  Five 
patients  with  various  types  of  eye  impairment  were 
present  for  students  to  examine  under  the  supervision  of 
two  local  ophthalmologists.  Students  were  provided  an- 
other practical  experience  on  the  topic  of  the  oral  ex- 
amination. This  time,  however,  an  oral  surgeon  and  an 
otolaryngologist  used  slides  to  demonstrate  the  wide 
range  of  diseases  and  infection  processes  occurring  in  the 
oral  cavity.  Both  these  presentations  were  designed  to 
broaden  students’  diagnostic  skills.  One  other  presenta- 
tion was  made  on  the  subspeciality  of  aerospace  medi- 
cine, and  another  pertained  to  the  upcoming  changes  in 
post  MD  education.  Students  completed  this  interphase 
by  attending  meetings  of  the  26th  Annual  Midwest 
Cancer  Conference  in  Wichita. 
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The  mid-July  interphase  focused  primarily  on  topics 
which  relate  to  the  legal,  ethical,  managerial,  and  eco- 
nomic aspects  of  medical  practice,  as  well  as  personal 
financial  management.  While  this  aspect  of  the  curricu- 
lum undergoes  continuous  modification  as  needs  change, 
both  students  and  faculty  see  it  as  serving  a very  useful 
purpose  in  the  overall  process  of  medical  education. 

It  is  hoped  that  this  attempt  to  describe  salient  fea- 
tures of  the  Wichita  State  University  Branch,  Kansas 
University  School  of  Medicine,  is  not  taken  as  com- 
placent satisfaction  about  what  has  been  accomplished 
to  date.  The  kinetic  nature  of  these  programs  requires 
constant  attention  to  detail  and  frequent  evaluation.  It 
also  requires  that  the  students  be  self -motivating  to  the 
extent  of  taking  advantage  of  the  multiple  learning 
environments  at  their  disposal.  Above  all,  it  requires 
constant  supervision  by  faculty  to  insure  that  the  goals 
of  each  program  are  being  accomplished,  and  that  the 
various  needs  of  our  students  are  being  heard  and  satis- 
fied. 


NEW  MEMBERS 

The  Journal  takes  this  opportunity  to  welcome  these  new 
members  into  the  Kansas  Medical  Society. 

D.  R.  Aleksandrowicz,  M.D. 
1933  Burnett  Rd. 

Topeka,  Kansas  66604 

L.  H.  Jackson,  M.D. 

2311  West  8th  St. 
Topeka,  Kansas  66606 

Rene  A.  Alonso,  M.D. 
40  Medical  Arts  Bldg. 
Topeka,  Kansas  66604 

M.  M.  Mani,  M.D. 

K.  U.  M.  C. 

Kansas  City,  Kansas  66103 

Ariel  S.  Compton,  M.D. 
The  Menninger  Foundation 
Topeka,  Kansas  66601 

R.  E.  Morris,  M.D. 

2824  S.  Osage 
Wichita,  Kansas  67217 

A.  V.  Dell'Ario,  M.D. 

2210  West  15th  St. 
Topeka,  Kansas  66604 

John  D.  Moyer,  M.D. 
202  Medical  Plaza  Bldg. 
Topeka,  Kansas  66604 

D.  M.  Elder,  M.D. 

310  Medical  Arts  Bldg. 
Topeka,  Kansas  66604 

C.  R.  Newton,  M.D. 

5321  West  49th  Terr. 
Roeland  Park,  Kansas  66205 

R.  C.  Ganzarain,  M.D. 

2521  College  Ave. 
Topeka,  Kansas  66611 

M.  P.  Pardo,  M.D. 

K.  U.  M.  C. 

Kansas  City,  Kansas  66103 

D.  O.  Green,  M.D. 

The  Menninger  Foundation 
Topeka,  Kansas  66601 

B.  E.  Romalis,  M.D. 

507  N.  Volutsia 
Wichita,  Kansas  67214 

Hamner  Hannah  III,  M.D. 

K.  U.  M.  C— 408C 
Kansas  City,  Kansas  66103 

David  W.  Reid,  M.D. 
V.  A.  Hospital 
Topeka,  Kansas  66622 

P.  W.  Hong  Cheung,  M.D. 

918  West  10th  St. 

Topeka,  Kansas  66604 

D.  E.  Schalker,  M.D. 
5641  West  18th  St. 
Topeka,  Kansas  66604 

Byravan  Viswanathan,  M.D. 
417  East  6th  St. 

Topeka,  Kansas  66607 

Aortic  Stenosis 


Vagaries  in  Diagnosis  in  the  Adult 


ALAN  D.  FORKER,  M.I).  and  ERNEST  W.  CROW,  M.D.,  Wichita 


Unnecessary  confusion  regarding  the  cause  of  a 
systolic  murmur  may  be  avoided  by  applying  one  cardi- 
nal rule  of  cardiac  diagnosis:  the  cause  of  a systolic 
murmur  depends  upon  the  company  the  murmur  keeps. 
The  diagnosis  of  significant  aortic  valve  stenosis  in  an 
adult  will  rarely  be  missed  if  two  clinical  findings  are 
identified:  (1)  a slow  rising,  small  volume  carotid 

pulse;  and  (2)  calcification  in  the  aortic  valve  on  chest 
x-ray  or  cardiac  fluoroscopy.  The  clinical  correlate  of  the 
latter  radiologic  finding  is  an  auscultatory  decrease  in 
intensity  or  total  absence  of  the  second  heart  sound  in 
the  aortic  area  (upper-right  sternal  border)  and  apex. 
Other  common,  associated  features  of  severe  aortic  valve 
stenosis  include  a palpable  sustained  left  ventricular 
impulse,  and  an  abnormal  electrocardiogram  showing 
left  ventricular  hypertrophy,  especially  if  ST  and  T 
changes  are  present  (so-called  "strain  effect”).* 1 

However,  the  associated  features  may  be  absent  or 
misleading,  and  then  the  proper  diagnosis  may  be  over- 
looked. This  is  especially  true  in  patients  over  age  65. 
Roberts,  et  al ,2  recently  emphasized  the  atypical  features 
of  aortic  stenosis  in  patients  of  this  age  group  in  a 
retrospective  autopsy  study.  Of  21  patients  autopsied, 
only  10  had  the  diagnosis  of  aortic  stenosis  made  during 
life.  However,  our  experience  agrees  with  that  of  Fine- 
gan,  et  al.3  in  that  the  clinical  findings  in  older  patients 
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are  usually  quite  similar  to  those  in  the  younger  age 
group;  rarely  will  a diagnosis  of  aortic  valve  stenosis 
be  missed  if  the  carotid  pulses  are  properly  interpreted, 
and  a calcified  aortic  valve  is  excluded  by  chest  x-ray  or 
fluoroscopy  with  image  intensification. 


Atypical  features  occurring  in  significant 
aortic  stenosis,  which  may  he  confusing 
even  in  the  presence  of  the  serious  symp- 
toms of  aortic  valve  obstruction,  are  dis- 
cussed. 


In  this  paper,  we  will  discuss  those  atypical  features 
that  may  occur  in  significant  aortic  stenosis,  which  have 
been  described  in  the  literature  or  have  occurred  in  our 
own  experience,  which  may  be  confusing  even  in  the 
presence  of  the  serious  symptoms  of  aortic  valve  obstruc- 
tion, especially  angina,  syncope,  or  left  ventricular  fail- 
ure: 

1.  With  a severely  obstructed  aortic  valve,  the  sys- 
tolic murmur  may  be  quite  soft  and  occasionally  absent. 
This  is  usually  secondary  to  left  ventricular  failure,  with 

depression  of  both  left  ventricular  function  and  cardiac 
output,  with  a low  stroke  volume,  and  decreased  velocity 

of  blood  flow  across  the  aortic  valve.  This  type  of  patient 
must  be  examined  frequently  following  therapy,  since 
the  murmur  may  become  louder  with  improvement  of 
left  ventricular  function.  However,  the  murmur  may 
still  remain  soft  (Grade  1-11/ VI),  and  then  the  damped 
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carotid  pulses  and  the  aortic  valve  calcification  are  the 
key  findings. 

2.  A more  common  systolic  murmur  in  the  older  age 
group  is  a Grade  I-III/VI  mid-systolic  murmur  present 
at  the  base,  with  associated  normal  carotid  pulses,  wide 
pulse  pressures,  normal  aortic  second  sound,  without  sig- 
nificant aortic  valve  calcification.  This  is  usually  due  to 
aortic  sclerosis,  in  which  the  murmur  results  from  a 
fibrotic  and  thickened  aortic  valve  which  is  not  seriously 
obstructed.4  The  clinical  findings  usually  are  sufficient 
to  distinguish  between  the  obstructed  and  non-obstructed 
valve. 

3.  The  systolic  murmur  of  aortic  stenosis  may  be  more 
prominent  at  the  apex  and  simulate  mitral  valve  in- 
sufficiency; the  usual  harsh,  right-upper  sternal  border 
systolic  murmur  may  be  relatively  inconspicuous.  Rob- 
erts, et  al.  explained  this  as  a "spray"  effect  of  blood 
going  through  a trileaflet  aortic  valve  without  a com- 
missural fusion,  as  opposed  to  the  high-velocity  jet 
effect  into  the  aorta  in  younger  patients,  frequently  due 
to  bicuspid  valves  with  commissural  fusion.2  In  addi- 
tion, calcification  of  the  mitral  annulus  frequently  ac- 
companies calcification  of  the  aortic  valve  in  the  older 
age  group,  and  may  produce  a mitral  insufficiency  mur- 
mur at  the  apex.  When  atrial  fibrillation  and  heart 
failure  occur  in  patients  with  aortic  stenosis,  associated 
left  atrial  dilatation  on  chest  x-ray  may  appear,  leading 
to  an  incorrect  diagnosis  of  mitral  insufficiency. 

4.  Systemic  systolic  or  diastolic  hypertension  may  be 
present  in  patients  with  severe  aortic  stenosis.  One  study 
has  emphasized  that  experienced  cardiologists  often 
underestimate  the  significance  and  severity  of  aortic  ste- 
nosis because  of  associated  hypertension  (average  cuff 
blood  pressure  of  160/105  mm  Hg).5  In  the  1950s  and 
1960s,  it  was  still  taught  that  the  presence  of  systemic 
hypertension  excluded  a diagnosis  of  significant  aortic 
stenosis. 

A very  common  situation,  especially  in  the  elderly, 
is  systolic  hypertension,  primarily  due  to  the  increased 
rigidity  and  loss  of  elasticity  of  the  arterial  wall.6  Sys- 
temic systolic  hypertension  can  decrease  the  pressure 
gradient  across  the  aortic  valve,  and  the  degree  of  ob- 
struction may  be  underestimated  as  the  murmur  softens 
and  shortens.  There  is  no  correlation  between  the  in- 
tensity or  duration  of  the  systolic  murmur  and  the  degree 
of  aortic  valve  obstruction. 

5.  The  carotid  pulse  volume  and  upstroke  may  feel 
normal,  even  in  the  presence  of  serious  aortic  valve 
obstruction.  This  is  due  to  the  changes  described  in  the 
previous  paragraph,  that  is,  altered  distensibility  of  cal- 
cified, rigid  arteries.  Generally,  however,  the  delayed 
carotid  upstroke  is  the  most  reliable  finding,  and  least 
likely  to  mislead  the  clinician. 


6.  The  aortic  closure  (second)  sound  may  be  audi- 
ble, even  in  the  presence  of  severe  aortic  valve  ob- 
struction and  calcification.  One  of  the  authors  has  seen 
a patient  with  proven  severe  aortic  stenosis  who  had  a 
very  loud,  palpable  second  heart  sound,  which  was 
documented  by  phonocardiography  and  external  carotid 
tracing  to  be  the  aortic  component  of  the  second  heart 
sound.  At  the  time  of  aortic  valve  replacement,  two  of 
the  three  aortic  cusps  and  commissures  were  severely 
calcified,  but  the  third  cusp  and  commissure  were  mini- 
mally calcified  and  appeared  mobile,  which  may  ex- 
plain the  loud  aortic  valve  closure. 

7.  The  electrocardiogram  may  be  normal.  In  one 
study,  9 of  59  adult  patients  with  severe  aortic  stenosis, 
confirmed  by  cardiac  catheterization,  had  a normal  elec- 
trocardiogram and  no  evidence  of  left  ventricular  hyper- 
trophy using  the  Sokolow-Lyon  voltage  criteria  (R  wave 
in  lead  V5  plus  S wave  in  lead  Vl  greater  than  35mm)  ,5 
Other  electrocardiographic  findings  may  include  bundle 
branch  block,  prior  myocardial  infarction,  and  ST-T 
changes  without  voltage  criteria  for  left  ventricular 
hypertrophy. 

8.  A routine,  posterior  anterior  (PA)  chest  film  com- 
monly shows  a normal  heart  size,  since  concentric  hy- 
pertrophy of  the  left  ventricle  secondary  to  a pressure 
overload  usually  does  not  increase  the  size  of  the  cardiac 
silhouette.  Cardiac  dilatation  and  enlargement  do  not 
occur  unless  left  ventricular  failure  occurs,  or  there  is 
other  associated  disease. 

9.  Aortic  valve  calcification,  identified  by  cardiac 
fluoroscopy  with  image  intensification,  will  usually  pre- 
vent overlooking  aortic  stenosis,  since  severe  aortic  ste- 
nosis is  usually  accompanied  by  detectable  valve  calcifi- 
cation.7 However,  exceptions  do  occur.  In  Roberts, 
et  al.  series,  aortic  valve  calcification  was  seen  on  the 
PA  chest  film  in  only  15  out  of  21  patients.2  We  have 
seen  four  patients  in  whom  the  presence  or  absence  of 
calcium  led  to  confusion  in  diagnosis. 

An  80-year-old  male  had  typical  clinical  findings  of 
severe  aortic  stenosis  but  no  valvular  calcification  was 
seen  at  fluoroscopy;  at  cardiac  catheterization  a 100  mm 
Hg  peak  systolic  gradient  was  demonstrated  across  the 
aortic  valve.  Two  other  men  (ages  55  and  65  years) 
were  referred  for  surgical  aortic  valve  replacement  be- 
cause heavily  calcified  valves  were  seen  on  chest  x-ray. 
Both  had  normal  carotid  upstrokes  by  palpation;  neither 
patient  had  a significant  valvular  gradient  at  cardiac 
catheterization,  and  surgery  was  not  performed.  Arterio- 
sclerotic coronary  artery  disease  was  present  in  both. 

A 54-year-old  male  had  the  typical  findings  of  cal- 
cific aortic  stenosis,  including  weak  carotid  pulses  and 
aortic  valve  calcification.  Cardiac  catheterization  was  not 
performed  since  it  was  thought  unnecessary.  However, 
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at  surgery,  the  aortic  valve  leaflets  were  thin,  transparent 
and  normal,  and  no  significant  obstruction  was  demon- 
strated by  pressure  recordings.  All  coronary  arteries 
were  severely  calcified,  and  several  areas  of  heavy  calci- 
fication were  present  in  the  commissure  between  the 
right  and  left  coronary  cusps.  The  valve  was  debrided 
but  no  replacement  was  performed. 

Thus,  even  if  the  clinical  findings  are  typical,  even 
with  slow  carotid  upstroke  and  aortic  valve  calcification 
(which  can  be  confused  with  mitral  valve  or  coronary 
artery  calcification) , we  believe  that  cardiac  catheteriza- 
tion is  always  indicated  to  document  the  severity  of 
aortic  valve  obstruction  and  to  exclude  associated  disease, 
particularly  arteriosclerotic  coronary  artery  disease  in 
patients  with  angina  pectoris.  If  some  of  the  findings 
are  atypical,  as  described  in  this  paper,  then  thorough 
evaluation  is  mandatory. 

The  proper  early  diagnosis  of  aortic  stenosis  is  ex- 
tremely important,  since  once  symptoms  develop,  a 
progressive  downhill  course  follows  in  spite  of  good 
medical  therapy.  Ross  and  Braunwald8  natural  history 
data  showed  that  the  average  age  at  onset  of  symptoms 
was  58  years,  with  the  average  age  at  death  of  63  years. 
After  the  onset  of  symptoms,  the  average  survival  time 
in  patients  with  angina  was  five  years;  those  with  syn- 
cope three  years;  and  in  patients  with  heart  failure  ap- 
proximately two  years.  Patients  with  heart  failure  war- 
rant special  concern.  If  the  patient  has  signs  of  cardiac 
enlargement  and  congestive  heart  failure  at  the  time 
of  aortic  valve  replacement,  the  operative  mortality  will 
be  greatly  increased,  and  the  late  result  in  the  survivors 
may  be  poor  due  to  irreversible  myocardial  fibrosis.9 
Thus,  the  patients  with  severe  aortic  stenosis  should  be 
operated  upon  promptly  after  the  onset  of  symptoms,  not 
only  to  reduce  the  risk  of  death  but  also  to  preserve 
their  left  ventricular  function. 


The  therapeutic  approach  to  aortic  valve  disease 
should  not  be  confused  with  that  of  mitral  valve  disease. 
Patients  with  chronic  mitral  disease  often  survive  for 
many  years,  fully  controlled  by  a medical  regimen  of 
digitalis  and  diuretics,  without  need  of  cardiac  surgery. 
Only  after  they  reach  an  uncontrolled  class  III  or  IV 
disability  status  should  they  be  referred  for  heart  surgery. 
But,  if  symptoms  of  angina,  exertional  dizziness  or 
syncope,  or  congestive  heart  failure  appear  in  a patient 
with  aortic  valve  disease,  even  if  they  respond  to  digi- 
talis and  diuretics,  surgical  treatment  should  not  be 
postponed. 
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Several  factors  were  influential  in  formulating  the 
specifics  that  were  adopted  in  the  regionalization  of 
perinatal  care:  (1)  Newborn  intensive  care  units  have 
decreased  mortality  and  morbidity  in  those  neonates 
fortunate  enough  to  have  access  to  these  specialized 
units;  (2)  A safe  transport  system  for  infants  and  high- 
risk  mothers  from  one  hospital  to  another  is  necessary  to 
afford  maximum  utilization  of  a regional  perinatal  cen- 
ter; (3)  Often,  the  safest  way  to  transport  an  at-risk  in- 
fant is  in  the  mother’s  uterus;  and  (4)  The  success  of 
the  program  depends  not  only  on  the  expertise  available 
at  the  regional  (Level  III)  centers,  but  also,  and  perhaps 
most  importantly,  on  the  cooperative  involvement  of 
physicians  in  the  referral  areas  of  the  state. 

Through  the  joint  efforts  of  the  departments  of  Ob- 
stetrics and  Gynecology  and  Pediatrics  of  KUMC  at  its 
two  branches  in  Wichita  and  Kansas  City,  and  Wesley 
Medical  Center,  Wichita,  the  University  of  Kansas  Medi- 
cal Center  in  Kansas  City,  the  Kansas  Department  of 
Health,  and  other  health  care  organizations  and  pro- 
viders throughout  the  state,  the  initial  step  of  a success- 
ful regionalized  plan,  a formal,  written  plan  entitled 
"Regionalization  of  Perinatal  Care  in  Kansas”  was 
achieved  in  early  April  1974.  The  application  for  fund- 
ing the  initial  costs  was  submitted  to  the  Kansas  Re- 
gional Medical  Program  and  was  given  approval  by  the 
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Regional  Advisory  Council  in  late  April  1974.  This  plan 
is  designed  primarily  for  the  first  year  of  implementation 
of  such  a program.  It  is  anticipated  that  this  plan  will 


A comprehensive  approach  to  perinatal 
care  has  recently  been  developed  and  is 
planned  for  immediate  implementation  for 
the  state  of  Kansas.  The  goal  of  this  plan 
is  to  decrease  maternal  and  neonatal  mor- 
tality and  morbidity  rates  and  their  result- 
ing handicapping  conditions. 


be  developed  and  modified  in  subsequent  years  based 
upon  this  first  year’s  experience. 

Need 

In  1971,  in  the  state  of  Kansas,  there  were  36,006 
live  births  and  553  neonatal  deaths,  yielding  a neonatal 
death  rate  of  15.4  per  1,000  live  births.  Of  these  live 
births,  212  had  congenital  malformations  at  birth  and 
1,587  were  delivered  by  Cesarean  section  (1,002  were 
first  C-sections  and  565  were  repeat  C-sections) . Of  the 
fetal  deaths  in  1971,  39  had  congenital  malformations 
and  26  were  delivered  by  Cesarean  section  (23  were  first 
C-sections  and  3 were  repeat  C-sections). 

Similar  base  line  neonatal  mortality  rates  have  been 
documented  in  other  states.  The  improvement  in  mortal- 
ity following  institution  of  regionalized  newborn  care 
programs  is  shown  in  Table  /.  It  is  likely  that  such 
benefits  in  neonatal  survival  can  be  realized  by  the  de- 
velopment of  a regionalized  perinatal  care  program  in 
the  state  of  Kansas. 


TABLE  I 

NEONATAL  MORTALITY  RATES 

Area 

Before  RNC 

After  RNC 

Wisconsin  

16.1 

9.4 

Arizona  

14.2 

9.2 

Salt  Lake  City,  Utah 

24.0 

10.2 

RNC  = Regionalization  Newborn  Care. 
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Dr.  James  M.  Sutherland,  Professor  of  Pediatrics  and 
Director  of  Newborn  Division,  University  of  Cincinnati 
College  of  Medicine,  stated  that: 

When  the  survival  and  well-being  of  newborn  infants 
are  accepted  as  worthwhile  goals  and  when  medical  cen- 
ters make  a major  investment  toward  accomplishing  these 
goals  significant  achievement  follows.  The  current  state  of 
applied  knowledge  results  in  surprisingly  uniform  mortal- 
ity rates  from  one  such  newborn  center  to  another.  This 
experience  translated  to  the  U.  S.  as  a whole  could  de- 
crease newborn  death  25  to  30  per  cent. 

The  emotional  and  financial  impact  of  an  avoidable 
perinatal  death  is  incalculable.  The  financial  impact  on 
society  of  a single  retarded  infant  requiring  institutional 
care  over  the  individual’s  lifetime  is  extremely  high. 

It  was  with  these  facts  in  mind  that  the  decision  was 
made  for  a statewide  program  designed  to  upgrade 
maternity  and  newborn  care  practices,  and  to  develop 
the  required  number  of  neonatal  and  obstetrical  ICU 
beds  with  their  utilization  based  on  efficient  regionalized 
planning. 

Objectives 

The  objectives  of  the  regionalization  of  perinatal  care 
are: 

1.  Development  of  an  appropriate  number  and  geo- 
graphic distribution  of  neonatal  intensive  care  beds, 
neonatal  intermediate  care  beds,  and  normal  newborn 
care  beds  (tertiary,  secondary,  and  primary  level  centers) . 
Development  of  similar  levels  of  care  for  at-risk  ob- 
stetric patients  throughout  the  state  with  the  appropriate 
number  and  geographic  distribution  of  obstetric  inten- 
sive care  beds,  intermediate  care  beds,  and  normal  ob- 
stetric beds. 

2.  Development  and  operation  of  effective  means  of 
transportation  of  infants  between  the  three  levels  of 
nurseries  and  supporting  communication  system;  De- 
velopment at  Wesley  Medical  Center  of  an  effective 
means  of  transporting  not  only  the  at-risk  neonates  but 
also  the  at-risk  mothers,  and  developing  a controlled 
study  comparing  the  neonatal  transport  approach  at 
KUMC  versus  the  perinatal  transport  system  at  Wesley 
Medical  Center;  Development  of  state-wide  perinatal 
consulting  services  utilizing  the  Xerox-400  telecopier 
system. 

3.  Updating  standards  of  newborn  and  maternal  care 
by  offering  training  to  primary  care  physicians  and 
nurses  throughout  the  state  in  the  care  of  the  normal 
mother  and  newborn,  as  well  as  those  requiring  trans- 
fer to  secondary  or  tertiary  care  facilities. 

4.  Development  of  audio-visual  aids  to  facilitate  the 
training  identified  in  objective  3. 

5.  Establishment  of  educational  programs  for  laity 


of  childbearing  age,  regarding  utilization  of  secondary 
and  tertiary  care  facilities. 

6.  Development  of  resources  for  after-care  and  fol- 
lowup of  infants  and  mothers  involved  in  the  program. 

7.  Planning  for  development  of  a data  system  for 
evaluating  perinatal  care  in  the  state  and  facilitating  re- 
search related  to  newborn  and  maternal  care: 

7.1  Development  of  a uniform  perinatal  informa- 
tion form  for  state-wide  use  in  transfers  of  infants 
and  mothers  among  centers  providing  different  levels 
of  care. 

7.2  Development  of  a detailed  timetable  and  budget 
for  a computerized  data  system  for  the  state  per- 
taining to  perinatal  care. 

7.3  Establishment  of  a perinatal  clinical  research 
laboratory  facility  to  develop  new  techniques  for  as- 
sessment of  fetal  health  and  to  disseminate  these 
techniques  to  the  referral  areas. 

8.  Expansion  of  the  available  services  in  antenatal 
diagnosis  at  KUMC  to  serve  as  state-wide  referral  cen- 
ter for  this  service.  Counseling  centers  will  be  established 
at  both  institutions. 

Organization  and  Implementation 

In  order  to  most  effectively  implement  the  objectives 
of  the  regionalization  program,  the  following  organiza- 
tion has  been  created: 


Representatives  of  the  two  departments  within  KUMC, 
Pediatrics  and  Obstetrics,  will  serve  as  project  director 
and  co-project  director.  The  Wichita  program  will  be 
physically  based  at  Wesley  Medical  Center  and  will 
have  a close  relationship  with  the  Wichita  State  Uni- 
versity Branch  of  KUMC. 

The  creation  of  two  neonatal  and  obstetrical  intensive 
care  centers  (tertiary  care  facilities) , one  at  Wesley 
Medical  Center  and  the  other  at  the  Kansas  University 
Medical  Center,  will  place  greater  than  70  per  cent 
of  all  births  in  the  state  within  a 100-mile  radius  of 
one  of  these  facilities.  Assuming  that  5 per  cent  of  all 
births  in  the  state  require  neonatal  intensive  care  with 
an  average  stay  of  ten  days  each,  40  neonatal  intensive 
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care  beds  should  be  required  in  the  state  initially.  How- 
ever, based  on  increased  referrals  and  better  fetal  sur- 
vival, this  requirement  can  be  expected  to  increase  to  a 
total  of  60  beds  in  the  next  five  years.  Twenty  to  25 
per  cent  of  pregnancies  will  be  in  the  high  risk  cate- 
gory requiring  special  management. 

At  present,  the  newborn  intensive  care  unit  is  com- 
pleted and  operational  at  Wesley  Medical  Center.  It 
presently  has  the  capacity  for  18  critically  ill  newborns 
and  plans  are  being  considered  to  expand  to  23  beds 
in  the  near  future.  A definite  trend  of  referring  at-risk 
neonates  to  Wesley  has  developed  during  the  past  three 
years  (Table  11) . 


TABLE  II 

AT  RISK  NEONATES  REFERRED  TO  WESLEY 


Year  Referred  Neonates 


1973  47 

1972  24 

1971  16 


The  obstetric  unit  at  Wesley  is  currrently  equipped  to 
handle  the  intensive  care  management  of  three  patients 
simultaneously,  as  well  as  do  fetal  monitoring  of  three 
patients  simultaneously.  This  capacity  will  be  increased 
to  four  and  four,  respectively. 

Renovation  and  equipping  of  the  present  premature 
nursery  and  neonatal  ICU  at  KUMC  has  begun,  so  that 
an  interim  unit  to  care  for  20-25  neonates  will  be  avail- 
able prior  to  the  construction  of  a new  facility.  This 
new  neonatal  special  care  center  will  have  an  initial  bed 
capacity  of  35  for  acutely  ill  neonates,  and  will  include 
short-term  living  accommodations  for  parents  of  infants 
transferred  from  long  distances.  Expected  occupancy  is 
projected  for  1976-1977. 

Present  facilities  for  intensive  obstetric  care  at  KUMC 
consist  of  four  ICU  beds,  as  well  as  the  capability  of 
fetal  monitoring  of  two  patients  simultaneously.  Two 
additional  labor  monitoring  units  and  a central  display 
are  already  budgeted. 

As  evidenced,  partial  achievement  of  the  first  objec- 
tive, i.e.,  creation  of  two  tertiary  care  centers  (Wesley 
and  KUMC),  is  well  under  way.  The  development  of 
secondary  and  primary  care  centers  are  contingent  upon 
successful  implementation  of  the  other  objectives. 

Transportation  and  Communication 

As  noted  in  the  objectives  of  the  plan,  the  transporta- 
tion of  not  only  at-risk  neonates  but  also  at-risk  mothers 
is  a very  vital  aspect  of  the  perinatal  plan. 

A major  reliance  on  an  effective  ground  transportation 


system  of  referred  at-risk  patients  will  be  utilized  as  70 
per  cent  of  all  deliveries  in  the  state  occur  within  a 100- 
mile  radius  of  either  Kansas  City  or  Wichita.  Utilization 
of  military  air  transport,  private,  or  chartered  aircraft 
will  be  effected  where  air  transport  is  required. 

A specially  equipped  Intensive  Care  Unit  on  Wheels, 
for  both  at-risk  neonates  and  mothers,  which  will  be 
staffed  by  physicians  and  specially  trained  nurses  and 
allied  health  personnel,  has  already  been  purchased  by 
Wesley  through  a private  donation.  An  Intensive  Care 
Unit  on  Wheels  for  neonates  has  been  recently  ordered 
by  KUMC.  This  unit  will  also  be  staffed  by  specially 
trained  physicians,  nurses,  and  allied  health  personnel. 

Both  of  these  units  will  operate  in  a radius  of  ap- 
proximately 100  miles  from  their  respective  centers. 
The  team,  upon  arriving  at  the  referring  hospital,  will 
effect  stabilization  of  the  at-risk  patient,  transfer  the 
patient  to  the  mobile  ICU,  and  will  monitor  and  treat 
as  indicated  during  the  transfer. 

Toll-free  WATS  lines  will  be  maintained  at  KUMC 
and  at  Wesley,  so  that  any  hospital  wishing  to  institute 
transfer  of  at-risk  neonates  or  mothers  will  be  able  to 
contact  an  attending  specialist  on  a 24-hour  basis.  Once 
a referral  is  made,  these  same  lines  will  be  used  by  the 
physicians  in  the  Level  III  centers  to  contact  the  refer- 
ring physician  on  a regular  basis  to  apprise  him  of  the 
status  of  his  patient.  Both  KUMC  and  Wesley,  as  ter- 
tiary (Level  III)  care  facilities,  are  highly  cognizant  of 
the  importance  of  the  role  of  the  referring  physician  and 
are  only  supplementing  him,  not  replacing  him,  in  his 
role  as  the  patient's  primary  physician. 

For  the  at-risk  mother,  an  additional  communication 
mode  is  planned.  This  system  will  utilize  the  sending 
and  receiving  elements  of  the  Xerox-400  telecopier  in- 
strument and  in  turn  will  allow  a state-wide  network  of 
immediate  telephone  consultation  with  hospitals  con- 
taining fetal  monfiors  and  this  equipment.  Eight-minute 
strips  of  fetal  monitoring  information  can  be  sent  by  a 
primary  or  secondary  care  center  and  received  by  the 
specialist  consultant  at  the  perinatal  center  with  resultant 
advice  immediately  available  to  the  referring  physician. 

Data  Acquisition,  Storage,  and  Retrieval 

As  mentioned  in  the  objectives,  a data  system  is  being 
planned  which  will  enable  analysis  of  descriptive  data 
for  patient  care  and  research,  provide  quality  control 
and  evaluation  of  the  plan’s  effectiveness,  and  provide 
information  which  will  facilitate  future  followup  care 
and  program  planning.  The  use  of  a system  which  will 
ultimately  contain  terminals  interfaced  between  primary, 
secondary,  and  tertiary  care  facilities  and  the  Kansas  De- 
partment of  Health  is  planned.  This  data  system  is 
estimated  to  be  completed  within  five  years. 
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Professional  Educational  Programs 

This  vital  aspect  can  be  most  effectively  developed 
with  emphasis  on  visitation  by  specialized  physician- 
nurse  teams  from  the  KUMC  and  Wesley  units  to  the 
referring  communities.  Analysis  of  the  spectrum  of 
resources  and  the  unique  problems  of  particular  areas 
will  permit  design  of  the  most  appropriate  methods  of 
assisting  in  each  community.  Meetings  between  the  teams 
and  local  physicians,  nurses,  and  hospital  administrators 
in  their  own  institutions  will  be  designed  to  suggest 
the  appropriate  level  of  care  for  each  institution.  Empha- 
sis in  training  will  be  placed  on  the  early  recognition 
of  potential  or  actual  problems,  thus  sharpening  criteria 
for  referral.  Pediatric  emphasis  will  be  placed  on  alter- 
ing and  updating  general  standards  of  newborn  care, 
such  as  techniques  of  avoiding  hypothermia,  techniques 
for  maintaining  airway  patency,  infectious  disease  con- 
trol measures,  and  management  of  hypoglycemia  and 
hyperbilirubinemia,  thus  assuring  that  those  infants  re- 
maining in  primary  care  facilities  are  afforded  optimal 
care.  Obstetric  education,  including  the  criteria  for  the 
identification  and  management  of  the  high  risk  preg- 
nancy, will  be  emphasized.  Early  recognition  and  therapy 
in  these  areas  alone  can  be  expected  to  vastly  decrease 
morbidity  and  mortality.  Guidance  for  the  purchase  of 
equipment  to  accomplish  these  goals  will  be  offered. 

A library  of  35  mm  slides  and  cassette  tape  record- 
ings or  audio-video  tapes  will  be  developed  to  cover 
a variety  of  aspects  of  normal  neonatal  care  and  recent 
advances  in  the  care  of  the  high  risk  or  acutely  ill  neo- 
nate. Copies  of  these  slide-tape  and  audio-video  pro- 
grams will  be  distributed  to  selected  hospitals  through- 
out the  state  to  provide  a library  of  information  regard- 
ing various  aspects  of  neonatal  care. 

In  the  neonatal  education  program  as  visitation  of  the 
hospitals  progresses,  designation  of  certain  institutions 
as  secondary  care  facilities  will  be  made.  One  of  the 
most  important  determinants  for  designation  of  second- 
ary care  facilities  will  be  the  availability  of  a pedia- 
trician on  a 24-hour  basis.  Additional  educational  pro- 
grams and  an  expanded  budget  for  equipment  will  be 
developed  for  these  institutions.  Pediatricians  in  prac- 
tice, who  are  willing  to  assume  responsibility  for  opera- 
tion of  nurseries  in  the  secondary  care  hospital,  will  be 
invited  to  spend  a period  of  seven  to  ten  days  at  KUMC 
or  Wesley  for  an  intensive  neonatal  training  program. 
During  this  period,  the  physician  will  actively  partici- 
pate in  the  management  of  the  patients  in  the  neonatal 
ICU  at  these  institutions,  and  learn  the  necessary  tech- 
niques for  operation  of  the  secondary  care  facility.  Nurs- 
ing staff  from  the  same  institution  will  then  spend  a 
one-  or  two-week  period  of  on-the-job  training  at  KUMC 


or  Wesley.  Following  this,  a regular  schedule  of  visits 
between  the  medical  and  nursing  staffs  of  secondary 
and  tertiary  facilities  will  be  established  in  order  to  main- 
tain the  required  level  of  skills. 

Education  in  perinatal  obstetrics  will  be  implemented 
by  a circuit  type  course,  including  information  on  the 
use  of  antenatal  studies  available  for  identification  of 
chromosomal  and  hereditary  disorders  in-utero.  The  ac- 
cessibility of  this  service  and  referral  methods  will  be 
further  implemented  by  preparation  of  a mailable  bro- 
chure for  state  physicians. 

The  identification  of  high  risk  pregnancies  and  ap- 
propriate evaluation  and  management  of  such  gravidas 
will  be  the  basis  for  professional  education  programs 
by  each  of  the  obstetric  departments,  and  each  will  be 
responsible  for  the  perinatal  education  programs  in  their 
respective  referral  areas.  The  primary  approach  in  physi- 
cian education  will  be  in  circuit  type  courses  and  peri- 
natal team  visitation  to  the  secondary  or  primary  unit. 
Areas  of  emphasis  will  be  in  recognition  of  high  risk 
mothers,  outpatient  antepartum  management,  medical 
and  surgical  complications  of  pregnancy,  evaluation  of 
fetal  well-being  and  fetal  maturity,  care  of  the  high  risk 
and  acutely  ill  mother  in  labor,  utilization  and  interpre- 
tation of  fetal  monitoring  devices  during  labor,  and  im- 
mediate neonatal  care. 

Perinatal  obstetric  nurse  training  will  deal  with  the 
same  subjects,  but  will  originate  with  a concentrated 
period  of  two  to  three  weeks  study  in  the  tertiary  cen- 
ter. Four  such  courses  will  be  offered  during  the  first 
year  with  subsequent  followup  visits  by  the  perinatal 
team  to  the  secondary  or  primary  facility,  where  the 
nurse  works  to  integrate  her  new  skills  with  the  needs 
of  the  local  staff  and  to  update  the  physicians  on  the 
skills  of  the  newly  trained  nurse. 

Interested  medical  and  nursing  personnel  within  the 
state  will  be  advised  of  the  rounds  and  conferences  in 
the  perinatal  ICUs  at  KUMC  and  Wesley,  where  their 
attendance  will  be  welcomed.  Seminars  and  one-  to  two- 
day  courses  on  aspects  of  perinatal  care  will  be  offered  at 
the  perinatal  centers. 

Conclusion 

Complete  cooperation  of  all  involved  parties,  i.e., 
private  physicians,  hospitals,  medical  centers,  nurses, 
allied  health  personnel  and  all  other  providers  in  the 
health  care  arena,  is  necessary  for  the  success  of  this 
program.  With  this  cooperation,  the  objective  of  de- 
creasing both  maternal  and  neonatal  morbidity  and 
mortality  in  the  state  of  Kansas  can  be  met  in  a man- 
ner that  is  both  medically  comprehensive  and  expedi- 
tious. 


Digitalis  Toxicity 


Neurologic  Manifestations 

STEVEN  MILLER,  M.D.  and  ALAN  D.  FORKER,  M.D.,* **  Wichita 


Differential  diagnosis  of  an  acute  brain  syndrome  or 
delirium  should  always  include  drugs,  even  cardiac  drugs 
such  as  digitalis.  This  is  emphasized  by  the  following 
case  summary  of  digitalis-induced  delirium. 

Case  Presentation 

A 65 -year-old  white  male  was  admitted  to  the  hos- 
pital on  April  5,  1973.  He  was  referred  to  a cardiac 
surgeon  for  consideration  of  permanent  pacemaker  place- 
ment. When  the  patient  was  first  seen,  a thorough  his- 
tory was  not  possible  because  he  appeared  mentally  con- 
fused, extremely  lethargic,  was  very  slow  to  respond  to 
verbal  and  painful  stimuli,  and  his  wife  related  a 
marked  personality  change  over  the  past  week.  No  con- 
vulsion had  occurred.  The  family  had  been  told  that  the 
patient  had  "heart  block,”  and  that  a pacemaker  was 
needed  because  of  the  poor  central  nervous  system 
(CNS)  function.  No  history  of  prior  mental  disorder  or 
alcoholism  was  obtained  from  his  wife. 

Initial  physical  examination  revealed  a moderately 
obese  male,  183  cm  (6  ft)  tall,  weighing  213.6  kg 
(230  lb).  Initial  blood  pressure  was  160/104  mm  Hg. 
By  the  third  hospital  day,  further  blood  pressures  were 
consistently  normal  without  treatment.  Apical  heart 
rate  on  admission  was  100  beats  per  minute,  with  the 
rate  varying  between  50  and  86  beats  per  minute  over 
the  next  48  hours.  Electrocardiograms  showed  the 
rhythm  to  be  atrial-ventricular  dissociation,  with  the 
ventricular  rate  greater  than  the  atrial  rate,  and  no  evi- 
dence of  atrioventricular  (A-V)  block.  The  patient 
showed  no  objective  evidence  of  cardiovascular  disease, 
with  no  cardiac  enlargement,  gallop  sounds,  or  murmurs. 
The  liver  was  palpable  4 fingerbreadths  below  the  right 
costal  margin  and  nontender.  Bilaterally  atrophic  testes 
were  present  with  a history  of  mumps  infection  as  a 
child.  Neurological  consultation  revealed  no  specific  or 
localizing  neurological  findings.  The  remainder  of  the 
physical  examination  was  unremarkable. 
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Routine  admission  laboratory  data  was  normal.  BUN 
8 mg/100  ml,  serum  potassium  4.1  mEq/L,  serum 
sodium  145  mEq/L,  and  a chest  x-ray  was  unremarkable 
with  normal  heart  size.  Liver  function  tests  were  ab- 
normal: SGOT,  59  units;  alkaline  phosphatase,  3.14 
units  (normal  up  to  2.3  units)  ; BSP  retention,  15  per 
cent  at  45  minutes.  Isoenzyme  alkaline  phosphatase  de- 
termination revealed  that  the  majority  of  activity  was  of 
hepatic  origin.  Liver  biopsy  was  not  performed.  The 
serum  creatinine  was  1.1  mg/100  ml,  with  creatinine 
clearance  of  53  cc  per  minute. 

Skull  x-rays  and  radioactive  brain  scan  were  negative. 
An  electroencephalogram  was  abnormal,  with  the  fol- 
lowing interpretation:  Abnormal  electroencephalogram 
with  diffuse,  bilateral  4-7  cycle  per  second  and  2-3  cycle 
per  second  delta  activity.  This  diffuse,  slow  activity 
varies  at  times  to  one  side  or  the  other,  but  generally 
appears  to  be  most  marked  in  the  right  posterior  quad- 
rant. Supraimposed  on  this  diffuse,  slow  activity  are 
symmetrical  bursts  of  2-3  cycle  per  second  delta  activity, 
which  are  most  marked  frontally.  This  combination  of 
abnormalities  would  suggest  the  possibility  of  a deep, 
posterior  fossa  lesion,  perhaps  with  diffuse  cerebral  dis- 
ease in  addition. 

The  day  following  admission,  a markedly  elevated 
serum  digitoxin  level  of  85  ng/cc  was  discovered 
(therapeutic  level  less  than  30  ng/cc).  Three  days  after 
admission,  the  patient  was  noticed  to  be  more  confused 
and  less  coherent.  An  electrocardiogram  showed  Mobitz 
II  second  degree  A-V  block  with  an  atrial  rate  of  80 
beats  per  minute,  ventricular  rate  of  40  beats  per  minute. 
At  this  point,  a temporary  transvenous  pacemaker  was 
placed  and  left  in  position  for  the  next  six  days. 

Four  days  after  admission,  serum  digitoxin  level  was 
57  ng/cc;  the  patient’s  mental  function  progressively 
improved  thereafter,  with  return  to  his  usual  normal 
function.  He  now  related  that  he  had  been  taking 
digitoxin  0.1  mg  for  a long  time,  in  addition  to  some 
unidentified  "high  blood  pressure  pills."  However,  two 
months  prior  to  admission,  he  was  told  by  his  physician 
to  increase  the  digitoxin  to  0.1  mg  three  times  daily.  And 
then,  seven  days  prior  to  admission,  he  was  advised  to 
increase  the  digitoxin  to  0.2  mg  three  times  daily  "be- 
cause his  blood  pressure  was  still  bothersome."  It  was 
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suspected,  the  patient  had  confused  the  identity  of  his 
pills  and  was  taking  the  digitoxin  when  he  should  have 
been  taking  an  antihypertensive  medication.  He  had  no 
further  digitoxin  intake  after  April  4,  1973. 

The  last  serum  digitoxin  level  on  April  20,  1973,  was 
35  ng/cc.  At  this  point,  the  electrocardiogram  showed 
normal  sinus  rhythm  with  a P-R  interval  of  0.20  seconds 
and  non-specific  repolarization  changes.  A repeat  electro- 
encephalogram (EEG)  on  this  date  revealed  a minimal 
abnormality  with  some  diffuse  scattered  low  voltage  5-7 
cycle  per  second  theta  activity.  This  electroencephalogram 
was  vastly  improved  over  the  one  of  April  6,  1973. 

Discussion 

The  non-cardiac  symptoms  of  digitalis  intoxication 
have  been  recognized  since  the  initial  report  of  Wither- 
ing.1 Most  physicians  recognize  that  anorexia,  nausea, 
vomiting,  and  visual  complaints — especially  abnormali- 
ties in  color  vision,  are  associated  with  digitalis  intoxica- 
tion. However,  other  CNS  toxic  effects  of  digitalis  are 
less  well  known.  Neurological  symptoms  may  be  the 
earliest,  the  most  severe,  and  sole  manifestation  of  digi- 
talis toxicity.2 

In  addition  to  visual  symptoms,  Batterman  and  Gut- 
ner2  described  the  following  neurologic  manifestations 
of  digitalis  toxicity:  vertigo,  headache,  drowsiness,  rest- 
lessness, irritability,  delusions,  disorientation,  delirium, 
depression,  temporary  amnesia,  peripheral  neuralgia, 
aphasia,  stupor,  coma,  and  convulsions.  These  symptoms 
usually  were  present  in  older  adults. 

The  most  recent  study  of  non-cardiac  symptoms  of 
digitalis  intoxication  was  reported  by  Lely  and  van 
Enter.3’  4 Visual  complaints  were  present  in  95  per  cent 
of  179  patients.  Nearly  all  had  difficulties  in  red-green 
color  perception,  with  a clinical  picture  compatible  with 
retrobulbar  neuritis.  One  case  of  blindness  has  been  pre- 
viously reported.5  Psychic  disturbances  were  present  in 
65  per  cent,  usually  manifested  by  bad  dreams,  restless- 
ness, agitation,  drowsiness,  fainting,  and  hallucinations. 
Delirium  was  seen  in  four  patients;  one  patient  was  ad- 
mitted directly  to  a mental  hospital.3’  4 

In  the  older  literature  (1900-1950),  it  was  thought 
that  digitalis  delirium  was  due  to  decreased  cerebral 
blood  flow  in  older  patients,  with  associated  cerebro- 
vascular disease  and  severe  congestive  heart  failure.6 
However,  note  that  our  patient  had  no  identified  under- 
lying cardiac  or  vascular  disease,  and  really  had  no  need 
for  digitoxin.  Also,  King7  was  able  to  reproduce  delirium 
in  the  same  patient  in  the  absence  of  heart  failure. 

Convulsions  caused  by  digitalis  toxicity  are  well  recog- 
nized in  children,  but  rarely  occur  in  adults.8  Experi- 
mental studies  have  proven  the  potential  neurotoxicity  of 


digitalis  glycosides.  Red  squill  is  a rodenticide  used  to 
kill  rats  by  its  convulsant  effect.  Gold,  et  al .9  demon- 
strated that  the  convulsant  action  of  red  squill  is  created 
by  its  cardiac  glycoside  content.  Dearing,  et  4/.10  de- 
scribed nonspecific  histologic  degenerative  changes  (swol- 
len pyramidal  cells  with  vacuolization,  degeneration, 
pyknosis,  and  satellitosis)  in  cerebral  tissues  after  cal- 
culated toxic  doses  of  digitalis  had  been  administered  to 
cats;  these  changes  were  uniformly  absent  when  digi- 
talis was  given  in  therapeutic  dosages  only. 

To  our  knowledge,  only  three  prior  patients  have  been 
reported  with  digitalis  intoxication  and  associated  EEG 
abnormalities.  Feuerstein,  et  al.n  reported  a 2y2-month- 
old  baby  with  recurrent  episodes  of  apnea  with  associ- 
ated convulsions.  The  EEG  abnormalities  were  poly- 
morphic, with  multiple  types  of  patterns  seen  during 
the  convulsions.  The  child  survived  and  was  alive  at  age 
18  months.  Fowler,  et  al.s  reported  a 19-month-old 
child  who  died  with  convulsions ; the  EEG  showed  dif- 
fuse slow  wave  activity.  No  brain  autopsy  was  per- 
formed. Douglas,  et  al.12  reported  a 72-year-old  male 
who  complained  of  transient  blackout  spells  of  a few 
seconds  duration.  The  EEG  showed  generalized  3 per 
second  spike-and-wave  activity,  which  could  be  evoked 
with  hyperventilation.  A later  EEG  was  normal  after 
withdrawal  of  digitalis. 

It  is  now  known  that  the  mechanism  of  action  of 
digitalis  at  the  myocardial  cellular  level  is  inhibition  of 
membrane  sodium-potassium  activated  ATPase.  With 
inhibition  of  this  enzyme,  sodium  and  calcium  accumu- 
late intracellularly.  Potentially  the  same  effect  may  occur 
in  the  central  nervous  system  at  the  neuron  cell  mem- 
brane.12 With  increase  of  intraneuronal  sodium  and  cal- 
cium, membrane  instability  and  irritability  may  occur, 
creating  delirium  or  convulsions. 

Except  for  our  patient,  no  prior  EEG  in  digitalis  in- 
toxication has  been  reported  in  the  absence  of  convul- 
sions. Plus,  no  prior  EEG  in  digitalis  intoxication  has 
been  correlated  with  serum  digitalis  levels.  The  serum 
or  cerebrospinal  fluid  digitalis  level  necessary  for  neuro- 
toxicity has  not  been  established. 

Summary 

In  summary,  the  patient  presented  in  a confused,  de- 
lirious state  associated  with  a diffusely  abnormal  electro- 
encephalogram ; he  had  a very  high  serum  digitoxin  level 
(85  ng/cc),  and  his  symptoms  were  totally  reversible 
following  withdrawal  of  digitoxin.  No  underlying  car- 
diac disease  was  present.  The  common  digitalis  toxic 
symptoms  of  nausea,  vomiting,  and  visual  difficulties 
were  absent.  The  clinical  clue  to  the  presence  of  digitalis 
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Duct  Stones  Present? 


Transcystic  Duct  Operative  Cholangiography 


GEORGE  J.  FARHA,  M.D.*  and 
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Surgical  literature  upholds  the  value  of  operative 
cholangiography  and  the  only  controversial  area  is  its 
routine  use  in  all  cholecystectomies.1  Much  of  the  criti- 
cism of  this  procedure  is  based  on  the  following  prob- 
lems: (1)  Prolongation  of  operative  time ; (2)  Increased 
risk  of  injury  to  the  biliary  tract;  (3)  The  procedure  is 
cumbersome;  (4)  False-positive  and  false-negative  re- 
sults make  the  procedure  misleading;  (5)  The  increased 
risk  of  postoperative  pancreatitis. 

The  purpose  of  this  paper  is  to  present  a method 
of  operative  cholangiography  where  the  above  prob- 
lems are  minimized.  With  the  employment  of  the 
method  to  be  described,  it  is  the  intention  of  the  authors 
to  show  how  operative  cholangiography  can  be  a rapid, 
safe,  simple,  and  accurate  procedure  in  the  armamentari- 
um of  the  biliary  tract  surgeon,  and  that  the  disadvan- 
tages listed  earlier  should  not  be  a deterrent  to  its  rou- 
tine use. 

Technique 

Five  hundred  consecutive  cases  of  cholecystectomy 
underwent  transcystic  duct  operative  cholangiography  in 
a period  from  June  1966  to  December  1973.  All  were 
done  through  a right  paramedian,  muscle-reflecting  in- 
cision. The  cystic  artery  was  identified  and  ligated.  The 
cystic  duct  was  mobilized  with  its  junction  to  the  com- 
mon duct  well  visualized.  The  cystic  duct  was  then  di- 
vided from  the  gallbladder,  preserving  as  much  length 
of  the  duct  as  possible,  and  the  gallbladder  was  re- 
moved. At  this  point,  an  x-ray  technician  was  sum- 
moned to  the  operating  room.  A 3-0  silk  suture  was 
placed  through  the  adventitia  of  the  cystic  duct  midway 
between  the  divided  tip  and  the  junction  with  the  com- 
mon duct.  A simple  knot  was  loosely  tied  in  the  suture. 
A small  opening  was  made  in  the  cystic  duct  distal  to 
the  suture  and  a 15-inch,  #18  sterile  Intramedic,  clear 
polyethylene  catheter  attached  to  a plastic  30  cc  syringe 
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filled  with  saline,  previously  checked  for  air  bubbles, 
was  introduced  into  the  cystic  duct. 

A constant  flow  of  saline  was  provided  by  an  as- 
sistant during  placement  of  the  catheter.  Care  was  taken 
not  to  cannulate  the  common  duct  and,  once  the  de- 
sired length  of  catheter  was  inserted,  the  previously 


A method  of  operative  cholangiography 
is  presented,  which  can  make  it  a rapid, 
safe,  simple,  and  accurate  procedure  in  the 
armamentarium  of  the  biliary  tract  surgeon. 


placed  suture  was  secured.  The  saline  syringe  was  dis- 
carded and  a backflow  of  bile  was  allowed  until  the  en- 
tire catheter  was  filled.  With  bile  dripping  from  the  end 
of  the  catheter,  an  air-bubble-free,  30  cc  clear  plastic 
syringe  with  25  per  cent  Hypaque®  dye  was  connected 
to  the  cannula.  A small  drop  was  formed  at  the  tip  of 
the  syringe  just  prior  to  coupling,  to  insure  a bile-dye 
interface.  Five  cubic  centimeters  of  dye  were  then  in- 
jected into  the  biliary  tract  under  low  pressure,  and  at 
a prearranged  signal  the  anesthetist  ceased  the  patient’s 
respirations  momentarily  while  the  first  film  was  taken. 
While  a second  film  cassette  was  being  placed  in  the 
table,  10-15  cc  of  dye  were  injected  and  then  a second 
film  was  taken. 

During  the  development  and  reading  of  the  cho- 
langiograms,  the  gallbladder  liver  bed  was  closed  when 
indicated  or  an  appendectomy  was  carried  out  when 
feasible.  The  cannula  was  left  in  place  in  case  addi- 
tional films  should  be  required.  The  film  and  a reading 
by  a radiologist  were  returned  to  the  operating  suite 
for  consideration  by  the  surgeon.  If  the  films  were  nega- 
tive, the  cannula  was  withdrawn,  the  cystic  duct  ligated, 
and  the  duct  remnant  removed. 

Discussion 

The  prolongation  of  operative  time  in  several  reported 
series  varied  from  20-25  minutes.2-  3 In  this  series  of 
500  patients,  the  actual  operating  time  was  increased 
by  an  average  of  5 minutes  only.  The  time  consuming 
factor  lies  in  the  development  and  return  of  the  films  to 
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the  operating  room.  This  can  be  decreased  by  having 
the  technician  place  the  first  film  in  the  operating  table 
prior  to  the  arrival  of  the  patient,  and  by  coordinating 
the  arrival  time  of  the  technician  to  the  operating  room 
at  the  point  in  time  in  which  he  is  needed.  With  the 
advent  of  rapid  film  developers  and  dryers,  much  time 
is  saved  over  previously  reported  series  when  this  type 
of  equipment  was  not  in  use.  As  noted,  the  time  spent 
waiting  for  films  can  be  usefully  employed  by  closing 
the  liver  bed  of  the  gallbladder  or  doing  an  appendec- 
tomy. 

The  use  of  a completely  clear  (from  flange  to  tip) 
polyethylene  catheter  adds  two  advantages  over  the  use 
of  other  types  of  cannulating  devices.  The  clear  poly- 
ethylene catheter  allows  the  surgeon  to  detect  any  air 
bubbles  in  the  system  and  take  measures  to  eliminate 
them.  The  use  of  needles  and  opaque  plastic,  flanged 
catheters  provides  an  area  in  the  system  for  air  bubbles 
to  go  undetected  and  thus  increase  the  risk  of  false- 
positive readings  once  the  air  bubbles  are  introduced  into 
the  biliary  tract.  The  rigidity  and  inflexibility  of  steel 
needles  also  increases  the  possibility  of  perforating  the 
biliary  tract.  A #18  clear  polyethylene  catheter  is  rigid 
enough  to  bypass  Heister’s  valves  in  the  cystic  duct 
without  difficulty,  yet  it  is  flexible  enough  not  to  per- 
forate the  cystic  or  common  ducts. 

In  this  series  of  500  patients,  no  morbidity  or  mortal- 
ity was  attributed  to  operative  cholangiography.  There 
were  three  perforations,  two  at  the  junction  of  the  cystic 
and  common  bile  ducts  and  one  at  the  posterior  wall  of 
the  common  duct.  These  occurred  early  in  the  series, 
were  recognized  at  the  time  of  perforation,  and  were 
repaired  with  no  consequences.  The  mean  hospital  stay 
of  eight  days  for  routine  cholecystectomy  was  not  pro- 
longed in  patients  undergoing  operative  cholangiogra- 
phy, thus  indicating  that  the  procedure  adds  no  compli- 
cating factors. 

Other  authors  have  performed  operative  cholangiogra- 
phy prior  to  removing  the  gallbladder.3*  4 The  method 
described  here  advocates  the  removal  of  the  gallbladder 
prior  to  cholangiography,  thus  making  the  procedure 
less  cumbersome  with  the  gallbladder  out  of  the  operat- 
ing field.  The  method  is  further  simplified  by  mobilizing 
and  preserving  the  duct  insofar  as  possible,  thereby 
giving  the  surgeon  more  of  the  duct  with  which  to 
work.  Little  time  is  wasted  removing  the  remnant  once 
the  cholangiogram  is  completed. 

It  is  generally  accepted  that  when  clinical  criteria  for 
common  bile  duct  exploration  are  used,  50  per  cent  of 
choledochotomies  will  yield  negative  results.  In  this 
series  of  500  patients,  2.2  per  cent  (11  patients)  were 
unnecessarily  explored  due  to  false-positive  readings  of 


cholangiograms,  and  this  occurred  early  in  the  series  be- 
fore the  techniques  were  perfected.  Our  incidence  of 
false-positives  is  in  general  agreement  with  other 
series.3*  5 When  the  accuracy  of  clinical  indications  to 
explore  the  duct  is  weighed  against  the  disadvantage  of 
false-positive  readings  in  cholangiography,  the  discrep- 
ancy in  accuracy  becomes  obviously  in  favor  of  cholangi- 
ography. The  most  common  cause  of  false-positive  read- 
ings is  usually  the  presence  of  air  bubbles  in  the  system. 
The  method  described  in  this  report  adds  to  the  ac- 
curacy by  its  use  of  a clear  system,  where  air  bubbles 
are  detected  and  eliminated  by  providing  a continuous 
flow  of  saline  during  the  cannulating  of  the  cystic  duct, 
and  by  allowing  a backflow  of  bile  into  the  cannula  and 
insuring  a bile-dye  interface. 

In  our  series  of  500  patients,  no  overt  clinical  cases  of 
postoperative  pancreatitis  could  be  detected.  This  cor- 
relates well  with  the  fact  that  hospital  stays  were  not 
prolonged.  Schulenburg,4  in  over  1,000  cases,  and 
Wilkerson  et  al!°  in  over  300  cases,  were  also  unable  to 
detect  any  clinically  significant  cases  of  postcholangi- 
ography pancreatitis.  In  this  series  it  did  not  seem 
feasible  to  measure  postoperative  serum  amylase  levels, 
and  it  is  suggested  that  perhaps  these  are  grounds  for 
future  study. 

Operative  cholangiography  adds  several  advantages 
which  makes  the  procedure  an  invaluable  one.  In  this 
series  an  incidence  of  6 per  cent  of  clinically  unsuspected 
stones  were  uncovered  by  cholangiogram.  This  procedure 
also  demonstrates  the  number  and  location  of  the  stones, 
delineates  the  ductal  anatomy  for  easier  exploration,  de- 
tects anomalies,  tumors,  strictures  and  other  pathologic 
anatomy  in  the  ductal  system,  and  decreases  the  incidence 
of  unnecessary  exploration  of  the  common  bile  duct 
required  by  clinical  indications. 

Summary 

A method  of  operative  cholangiography  which  is 
rapid,  safe,  simple,  and  accurate  has  been  reported, 
stressing  the  use  of  a clear  polyethylene,  flexible  catheter 
and  syringe;  the  cooperation  and  coordination  between 
surgeon,  x-ray  technician,  and  anesthetist;  the  removal 
of  the  gallbladder  prior  to  cannulating  the  cystic  duct; 
and  the  preservation  of  length  in  the  cystic  duct  with 
removal  of  the  duct  remnant  upon  completion  of  the 
procedure.  Using  this  procedure,  6 per  cent  of  the  group 
of  500  patients  were  found  to  have  undetected  common 
duct  stones. 
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Digitalis  Toxicity 
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intoxication  was  the  electrocardiographic  finding  of  A-V 
dissociation,  and  later  second-degree  A-V  block. 
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The  first  meeting  of  the  Subcommittee  on  Admissions, 
the  University  of  Kansas  School  of  Medicine,  was  held 
on  July  17,  for  the  purpose  of  discussing  policies  for 
admission  of  the  medical  class  for  the  1975  academic 
year. 

The  organization  of  the  Administrators  of  American 
Medical  Colleges  (AAMC)  stresses  Early  Decision  ap- 
plications. This  means  that  the  medical  student  applies 
to  only  one  medical  school,  submitting  a complete  appli- 
cation with  all  supporting  credentials  prior  to  August  15. 
The  school  must  give  him  an  early  decision,  by  October 
1 ( i.e almost  one  year  before  entering  school),  as  to 
his  acceptance  or  rejection.  The  agreement  is  binding  on 
both  the  medical  school  and  the  student.  The  student  is 
thus  "locked  in”  and  cannot  apply  to  any  other  medical 
school  in  the  United  States  until  after  the  early  decision 
has  been  made  on  his  application.  He  must  attend 
KUMC  if  it  offers  him  a place.  The  Early  Decision 
allows  the  applicant  who  is  not  accepted  to  be  recon- 
sidered at  a later  date  and,  possibly,  be  accepted  later. 
If  an  applicant  is  not  accepted  in  Kansas,  he  can  apply 
to  other  schools  as  desired. 

Last  year  at  KUMC,  of  a total  69  applicants  inter- 
viewed, 33  students  were  accepted.  Please  refer  to  pp. 
271-272  for  complete  listing  of  early  decision  interviews; 
admissions  for  the  past  21  years;  the  comparative  report 
on  admission  for  the  1974  first-year  class;  and  for 
MCAT  scores  and  overall  grade  point  averages. 

The  committee,  by  agreement,  mandated  that  a medi- 
call  student  for  1975  must  have  a grade  point  average  of 
3.5,  and  MCAT  scores  of  nothing  less  than  50  per  cent 
in  any  category.  This  decision  is  subject  to  review  by 
the  Academic  Committee. 

The  ED  decisions  have  been  made  without  the  benefit 
of  academic  credentials,  in  the  realization  that  the  com- 


mittee reviews  a select  group  of  applicants.  This  enables 
the  committee  to  view  the  total  student,  aside  from  his 
academic  abilities. 

A followup  report  of  the  Committee  on  Admissions 
will  appear  in  the  March  1975  issue  of  The  Journal, 
at  which  time  the  deliberations  of  the  general  committee 
will  be  presented. 


President 
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COMMENT 


One  of  the  more  interesting  phenomena  to  arrive  on 
the  domestic  medical  scene  in  recent  years  is  the  ancient 
oriental  practice  of  acupuncture.  Avid  proponents  would 
deny  it  is  of  recent  arrival  but  certainly  one  can  count 
the  interest  prior  to,  say,  1970  as  negligible  compared 
with  the  attention  it  has  received  since.  In  the  short 
time  since  it  took  out  its  first  naturalization  papers,  it 
has  titillated  physicians,  the  public,  politicians  and,  of 
course,  quacks.  Just  as  the  prospect  of  getting  some- 
thing for  nothing  stirs  some  sensitive  receptors  in  the 
primal  soul,  the  idea  of  getting  a beneficial  and  unex- 
pected effect  from  a seemingly  simple  procedure  that 
works  beyond  the  ken  entices  all  of  us.  Thus  have  med- 
ical, cultural,  and  political  elements  combined  to  pre- 
sent us  with  new  problems  and  promises. 

The  background  of  acupuncture  is  reasonably  concise. 
Born  in  oriental  antiquity  and  for  centuries  an  essential 
demonstration  of  oriental  culture  and  philosophy,  it  was 
rejected  by  Chinese  physicians  some  150  years  ago,  as 
"westernized”  medical  practice  entered  their  scene,  al- 
though it  apparently  remained  alive  and  well  in  the 
rural  areas.  Although  retaining  some  endemism,  it  was 
out  of  season  even  in  China  until  Chairman  Mao  ac- 
complished a nice  chauvinistic  manipulation  by  return- 
ing it  to  respectability.  In  this  country,  it  remained  a 
curiosity  of  more  interest  in  what  it  reflected  of  the 
Chinese  mind  and  history  than  in  its  medical  verity. 

Then,  the  round-eyed  President  and  his  entourage 
(including  a moderate  number  of  round-eyed  journal- 
ists) descended  upon  the  Peoples’  Republic,  whose  uni- 
formly happy  and  productive  citizens  paused  in  the 
reading  of  their  little  red  books  and  doing  politically 
significant  calisthenics  in  the  town  square  long  enough 
to  impress  upon  the  visitors  that  needling  ( not  western 
style)  and  burning  appropriate  areas  of  the  body  were 
capable  of  returning  the  ill  and  injured  to  health. 

A door  slightly  ajar  is  significantly  different  from  one 
closed  and  bolted,  and  the  first  glimpse  of  the  scene 
through  the  newly  opened  door  is  apt  to  be  more  excit- 
ing than  any  later  ones.  At  any  rate,  there  has  been  a 


Points  to  Ponder 

growing  stream  of  American  visitors  to  the  Peoples' 
Republic,  no  small  part  being  physicians  seeking  to  ob- 
serve the  status  of  Chinese  medical  practice  with  special 
attention  to  this  ancient  practice.  Only  now,  after  a 
good  many  years,  is  the  effort  being  made,  even  by 
Chinese  physicians,  to  determine  how  it  works  in  terms 
of  our  concepts  of  anatomy  and  physiology.  Though 
theories  abound,  no  one  has  discovered  this — if,  in  fact, 
it  is  discoverable.  True,  it  satisfies  some  to  discourse  on 
yin  and  yang  and  te  ch’i,  but  this  does  more  to  em- 
phasize the  cultural  ambience  that  begat  it  than  provide 
the  scientific  basis  which  we  have  (heretofore)  required 
for  acceptance  of  new  or  different  procedures.  There 
must  be  something  special  about  it.  since  chiropractors 
have  assured  us  for  years  that  that  old  vital  energy  has 
to  keep  flowing  to  keep  us  in  good  health  even  if  they 
have  to  resort  to  their  rabbit  punches  and  karate  chops 
to  move  it  along,  but  the  medical  profession  hasn't  been 
nearly  so  interested  in  studying  their  techniques  to  find 
out  what  they  are  all  about. 

The  reports  of  American  physician-visitors  to  China 
have  consistently  admired  the  delivery  of  medical  care 
to  a huge  mass  of  people  which  formerly  had  none. 
The  apparent  susceptibility  of  the  population  to  reg- 
imentation and  authority  seems  to  say  something,  how- 
ever, about  their  suitability  as  subjects  for  such  a pro- 
cedure (and  at  the  same  time  raise  some  question  about 
the  suitability  of  Americans).  Our  roving  physicians 
seem  to  have  reacted  to  the  demonstrations  of  acupunc- 
ture in  one  of  two  ways — either  "Hooray!”  or  "Wait 
and  see.”  Journalists  and  laymen,  not  restricted  by  pro- 
fessional skepticism  (and  not  unwilling  to  put  the 
American  medic  down  a bit),  have  shown  unprece- 
dented interest  in — even  demand  for — instant  benefits 
from  the  twirl  of  the  needle.  Public  interest  has  already 
been  manifest  in  numerous  efforts  toward  legislative 
permission  of  acupuncture  even  though  legislators  have 
had  nothing  suggesting  the  basic  information  necessary 
to  produce  suitable  laws. 

Acupuncture  purportedly  has  two  distinct  effects.  The 
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more  dramatic  and,  so  far,  more  successful  is  its  capacity 
to  produce  anesthesia,  and  this  has  been  described  in 
terms  worthy  of  a Madison  Avenue  campaign.  There 
seems  to  be  a familiar  ring  to  this  praise  and  one  is  re- 
minded of  a number  of  other  displacement  or  dissocia- 
tive techniques — hypnosis,  soft  music,  and  so  on — that 
have  been  hailed  as  the  answer  to  pain.  There  is  a sus- 
picion that  the  ultimate  value  will  be  of  the  same  order: 
acceptable  for  a certain  number  of  suitable — and  sus- 
ceptible— patients  in  the  hands  of  a certain  number  of 
qualified — and  enthusiastic — practitioners. 

As  a therapeutic  procedure  (other  than  that  degree  of 
therapy  represented  by  pain  relief) , no  documented  re- 
ports of  success  are  available,  the  reports  being  almost 
entirely  anecdotal.  Much  effort  is  being  made  to  bring 
it  into  acceptable  lines  of  investigation:  objective  as- 
sessment of  the  initial  condition,  accurate  recording  of 
method  and  conditions  of  use,  and  critical  analysis  of 
results.  This  is  not  to  imply  that  acupuncture  will  fail  to 
meet  the  test — we  don’t  know — but  the  type  of  evidence 
generally  required  by  the  profession  is  not  yet  at  hand. 
Acupuncture  must  be  compared  with  other  dissociative 
or  "blocking”  procedures.  For  the  most  part,  it  has 
been  used  in  parallel  with  other  therapies.  What  risk  to 
the  patient  if  his  conventional  therapy  is  withheld  dur- 
ing the  period  of  trial?  It  has  not  been  agreed  that  the 
double-blind  technique  can  be  validly  applied  to  the 
study.  At  this  point,  we  can  say  only  that  the  case  for 
therapeutic  acupuncture,  inviting  as  it  is,  has  not  been 
made — except  in  the  minds  of  the  enthusiasts. 

One  of  the  most  consistent  points  made  about  acu- 
puncture is  its  safety.  Many  observers  have  been  assured 
that  complications  are  nonexistent,  a point  open  to  some 
question  since  the  practitioners  have  not  kept  complete 
records.  Certainly  the  medical  profession  is  aware  that 
such  claims  can  cast  suspicion  on  the  whole  matter.  As 
a matter  of  fact,  one  of  the  encouraging  things  about 
the  studies  so  far  is  that  they  show  that  dangers  and 
complications — and  serious  ones — do  exist,  and  this,  to 
our  devious  mind,  does  more  to  recommend  it  than 
the  lavish  claims  of  unblemished  success. 

On  the  home  front,  the  matter  was  subjected  to  legis- 
lative scrutiny  at  the  most  recent  legislative  session, 
with  the  chiropractors,  predictably,  getting  into  the 
act  and  very  nearly  stealing  the  ball.  Finally,  the  legis- 
lature settled  for  an  act  directing  the  Kansas  State  Board 
of  Healing  Arts  to  "make  a study  of  the  subject  and 
practice”  to  include  "initiation  and  supervision  of  ex- 
periments.” Furthermore,  they  tell  us  that  acupuncture 
"means  the  insertion  of  needles  into  the  human  body  by 


piercing  the  skin  of  the  body  for  the  purpose  of  con- 
trolling the  flow  and  balance  of  energy  in  the  body.” 
(Are  you  listening,  "Dr.”  Palmer?)  And  finally,  the 
Board  must  report  its  findings  at  the  next  session  of  the 
legislature. 

The  situation  is  snarled  further  by  the  fact  that  the 
Attorney  General  has  rendered  the  opinion  that  the  act 
cited  grants  to  chiropractors  the  same  eligibility  to  con- 
duct study  and  experimentation  as  orthodox  physicians 
(as  well  as  any  person  authorized  by  the  Board  to  do  so 
whether  licensed  to  perform  one  of  the  healing  arts  or 
not).  Should  the  Board  return  a report  favorable  to  the 
authorization  of  the  practice  of  acupuncture  in  Kansas, 
guess  who's  coming  to  dinner. 

There  is  one  facet  of  the  problem  which  has  been 
largely  overlooked  and  would  seem  of  prime  importance. 
This  is  the  training  involved.  We  are  indebted  to  J.  R. 
Wallace,  M.D.,  Secretary-General  of  the  Canadian  Med- 
ical Association,  whose  comments  in  the  journal  of  the 
Canadian  Medical  Association  for  January  5,  1974,  point 
out  that  the  medical  schools  in  China,  in  their  four- 
year  courses,  devote  "hundreds  of  hours”  to  the  teach- 
ing of  theory  and  application  of  this  modality.  Even 
with  their  professional  background,  Western  anesthe- 
siologists are  required  to  take  a concentrated  six-month 
course  to  qualify.  In  Japan,  depending  upon  the  indi- 
vidual’s educational  background,  two  to  four  years  are 
required,  and  in  France,  probably  the  western  bastion 
of  the  practice,  four  years  of  university  level  training 
of  eight  hours  a week  are  required.  Yet,  Western  phy- 
sicians have  rushed  to  take  "quickie”  courses  given  by 
practitioners  of  questionable  qualification  and  cash  in 
on  the  popular  interest. 

Strict  and  optimal  standards  of  professional  training 
and  qualification  would  seem  to  be  a sine  qua  non  in 
the  acceptance  of  the  procedure.  Even  if  the  Board  can 
come  up  with  a meaningful  report  in  the  short  time 
available — and  it  seems  a difficult  task  with  the  lack  of 
objective  scientific  evidence  at  hand — even  if  we  can  say 
unequivocally  that  this  is  a worthy  and  desirable  pro- 
cedure, it  is  certainly  incumbent  upon  us  to  determine 
that  the  practitioners  meet  stringent  training  require- 
ments. Only  by  such  control  can  we  avoid  the  damage 
which  may  be  wrought  by  quacks,  whether  inside  or  out- 
side the  profession. 

Meantime,  if  faced  with  the  need  for  surgery,  we  shall 
be  happy  to  have  a needle  twirled  into  the  appropriate 
spot — providing  there  is  a syringe  of  Pentothal  and  a 
plain  old  American-style  anesthesiologist  on  the  other 
end. — D.E.G. 


AUGUST,  1974 
( Continued  from  page  268 ) 
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EARLY 

DECISION- 

-1973 

VA 

MCAT 
QA  Gl 

SCI 

Premed.  SCI. 
GPA 

Overall 

GPA 

All  applicants  (69)  

...  51 

56 

55 

59 

3.40 

3.40 

All  Kansas  applicants  (57)  

...  53 

58 

56 

63 

3.49 

3.51 

All  Non-Kansas  applicants  (12)  . . . 

...  45 

47 

50 

42 

2.95 

2.91 

Applicants  accepted  (18)  

...  68 

75 

73 

81 

3.86 

3.80 

Applicants  pended  (13)  

...  49 

54 

56 

68 

3.53 

3.57 

Later  were  accepted  (8)  

...  57 

58 

57 

71 

3.52 

3.59 

Later  were  alternates  (2)  

...  57 

42 

46 

79 

3.62 

3.50 

Later  were  denied  (2)  

...  54 

38 

59 

50 

3.37 

3.50 

Later  withdrew  (1)  

...  33 

78 

61 

56 

3.83 

3.76 

Applicants  held  (38)  

...  43 

48 

46 

46 

3.13 

3.14 

Later  were  accepted  (7)  

...  47 

55 

41 

59 

3.63 

3.51 

Oct.,  1973  MCAT  taken  and  were 
Later  were  alternates  (0)  

accepted  (4)  . . 

...  63 

49 

43 

57 

3.63 

3.51 

Later  were  denied  (31)  

...  42 

47 

47 

44 

3.04 

3.06 

RECORD  OF 

ADMISSIONS 

TO  THE 
OVER 

UNIVERSITY  OF  KANSAS 
THE  LAST  21  YEARS 

SCHOOL  OF 

MEDICINE 

Years 

Total  Applications 
Received 
Kansas  N-Kansas 
Residents  Residents 

Total  Acceptance 
Letters  Sent 
Kansas  N-Kansas 

Total  Residents  Residents  Total 

Total  Enrolled  of  Those  Sent 
Acceptance  Letters 
Kansas  N-Kansas 
Residents  Residents  Total 

1954 

173 

141 

314 

97 

20 

117 

90 

11 

101 

1955 

354 

94 

20 

114 

88 

13 

101 

1956 

158 

202 

360 

88 

33 

121 

85 

22 

105 

1957 

191 

173 

364 

106 

13 

119 

93 

7 

100 

1958 

160 

145 

305 

99 

17 

116 

88 

10 

98 

1959 

144 

140 

284 

107 

19 

126 

87 

13 

100 

1960 

175 

157 

332 

107 

16 

123 

95 

8 

103 

1961 

140 

179 

319 

102 

25 

127 

92 

16 

108 

1962 

140 

197 

337 

99 

33 

132 

88 

24 

112 

1963 

174 

303 

477 

110 

22 

132 

98 

10 

108 

1964 

194 

480 

664 

100 

29 

129 

94 

14 

108 

1965 

183 

345 

528 

106 

30 

136 

91 

18 

109 

1966 

179 

347 

526 

117 

30 

147 

103 

23 

126 

1967 

166 

537 

703 

120 

32 

152 

107  ■ 

20 

127 

1968 

214 

720 

934 

128 

14 

142 

120 

5 

125 

*1969 

273 

482 

755 

142 

2 

144 

124 

2 

126 

1970 

255 

338 

593 

143 

13 

156 

125 

4 

129 

1971 

307 

303 

610 

158 

12 

170 

137 

7 

144 

1972 

356 

400 

75  6 

172 

14 

186 

146 

8 

154 

1973 

368 

508 

876 

167 

25 

167 

147 

16 

163 

tl974 

391 

607 

998 

172$ 

23 

195$ 

153 

10 

163 

* Beginning  in  1969  a $15  fee  was  assessed  each  N-Kansas  applicant, 
t As  of  7/17/74. 
t Revisions. 
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ANNUAL  REPORT  ON  ADMISSIONS  FOR  1974 
FIRST-YEAR  CLASS  COMPARED  TO  ADMISSIONS 
FOR  THE  THREE  PREVIOUS  YEARS 

1974 

1973 

1972 

1971 

Number  applicants  

998 

876 

756 

610 

Kansans  

391 

368 

356 

307 

Non-Kansans 

607 

508 

400 

303 

Number  students  accepted  . . . 

195* 

192 

186 

170 

Kansans  

172* 

167 

172 

158 

Non-Kansans 

23 

25 

14 

12 

Number  withdrawing  

32* 

29 

32 

26 

Kansans  

19* 

21 

26 

21 

Non-Kansans 

13 

8 

6 

5 

Number  enrolled  

163 

163 

154 

144 

Kansans  

153 

147 

146 

137 

Non-Kansans 

10 

16 

8 

7 

Number  enrolled  whose  over- 

all  GPA  3.00  or  above  .... 

152 

144 

130 

128 

Percent  enrolled  whose  overall 

GPA  3.00  or  above 

93% 

00 

00 

00 

00 

SO 

Burroughs  Wellcome  Co 6h 

Capitol  Federal  Savings  & Loan  Ass'n 6 

Classified  Advertisements  io 

Flint  Laboratories 6e 

P.  W.  Hanicke  Manufacturing  Company  io 

Lattimore-Fink  Laboratories  6 

Eli  Lilly  and  Company  6d 

Loma-Linda  Foods  6e 

McNeil  Laboratories,  Inc 9 

Medical  Protective  Company 10 

Munns  Medical  Supply  Company 5 

Navy  Recruiting  10 

Pharmaceutical  Manufacturers  Association  6b,  c 

Roche  Laboratories  2,  3,  11,  12 

G.  D.  Searle  & Co 6f,  g 


KANSAS  DEPARTMENT  OF  HEALTH  AND  ENVIRONMENT 

As  of  July  1,  1974,  by  legislative  action,  the  Kansas  State  Board  of  Health  was 
abolished.  The  Kansas  Department  of  Health  and  Environment  will  now  be  responsible 
directly  to  the  Governor,  through  an  executive  director  appointed  by  him.  The  director 
may  appoint  advisory  committees  to  assist  him. 


Mark  Your  Calendar  Today! 

116tli  KMS  ANNUAL  SESSION 
May  4-7,  1975  Glenwood  Manor  Overland  Park 


Supplied:  Tablets 
0.15  mg.,  0.2  mg 
color-coded  in 


Injection:  500 
and  10  mg.  of 
vial,  with  5 ml.  vial  of 
U.S.R.as  a diluent. 


0.1  mg., 
and 


LABORATORIES 


DIVISION  OF  TRAyENOl  LAB0RAT0FIIFS,  INC 
Deerfield.  Il'inoi&jSOC’ 5 


Soyalac  and  new 
I Soyalac  can  be  an 
effective  answer. 


I-Soyalac  from  isolated 
protein  without  corn. 


Who  suffers  more 

when  mother's  child  sutfers  from  colic,  diarrhea  or  similar  malady? 


I-Soyalac  and  regular  Soyalac  is  palatable, 
readily  digestible  and  assimilated.  It  simulates 
human  milk  in  appearance,  taste  and  texture. 

It  is  complete  with  vitamins  and  minerals.  It 
is  suitable  for  infants  and  children 
who  are  sensitive  to  or  cannot 
tolerate  cow’s  milk. 

For  nearly  a quarter  of  a 
century,  Soyalac  has  proven 
its  value— in  promoting  growth 
and  development— as  proven  by 
extensive  clinical  data. 

Available  in  four  forms:  • I-Soyalac  Concen- 
trated • Soyalac  Concentrated  • Soyalac  Ready- 
to-Serve  • Soyalac  Powder. 


send  to:  Loma  Linda  Foods 

Medical  Products  Division 
Riverside,  Calif.  92505 

Please  send  me  free  sample  and  literature. 

Name 

Address 

City State Zip 


Or  a simple  note  on  your  prescription  form  will  do. 


In  congestive  heart  failure... 

secondary  aldosteronisn 


How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure  '1 


Chronic  liver  congestion 
impairs  degradation 
of  aldosterone  A 


is  a primary  factor 


To  "switch  off"  the  aldosterone  factor  in 
congestive  heart  failure 


Aldactone 

spironolactone  25-mg.  tablets 

the  only  specific 
aldosterone  antagonist. . . 
basic  in  all  diuretic  therapy 

Three  ways  to  use  Aldactone  in 
congestive  heart  failure 

1.  As  the  only  diuretic 

Often  sufficient  alone. 

Produces  gradual,  sustained  diuresis  by 
blocking  aldosterone  action  in  the  distal 
renal  tubule. 

Avoids  potassium  loss. 

2.  As  the  basic  daily  diuretic  with  an  "add-on" 
alternate-day-diuretic  ("A.D.D."  schedule) 

Can  be  administered  daily  as  basic 
therapy  with  the  additional  agent 
(furosemide  or  ethacrynic  acid)  given 
every  second  or  third  day. 

Aldactone  plus  "A.D.D."  schedule 
minimizes  potassium  deficiency  and 
potentiates  effect  of  "add-on"  diuretic.2 

Avoids  acute  volume  depletion  and 
aldosterone  rebound.2 

3.  As  a daily  diuretic  in  combination  with 
a daily  dose  of  a thiazide 

Permits  daily  additive  diuretic  effect 
while  maintaining  potassium  balance. 


Indications— Essential  hypertension;  edema  or  ascites  of  congestive  heart  fail- 
ure, cirrhosis  of  the  liver  and  the  nephrotic  syndrome;  idiopathic  edema  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a thiazide  diuretic. 

Contraindications — Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia. 

Wamings — Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in- 
dicated unless  a glucocorticoid  is  also  given.  Discontinue  potassium  supplemen- 
tation if  hyperkalemia  develops.  Usage  of  any  drug  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred.  Hyponatremia,  manifested  by  dry- 
ness of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevation  or  BUN  may  occur,  especially  when  pretreatment  hyper- 
azotemia exists.  Mild  acidosis  may  occur.  Reduce  the  dosage  of  other  antihyper- 
tensive drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentioie  their  action. 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro- 
intestinal symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti- 
caria, mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice.  Adverse  reactions  are  infrequent  and  usually  reversible. 

Dosage  and  Administration— For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses.  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner.  Adjust  subsequent  dosage  according 
to  response  of  patient. 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg  in 

divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response;  add  a thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred.  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added.  A daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A glucocorticoid,  such  as  15  to  20  mg.  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a conventional  diuretic.  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary.  Such 
patients  frequently  have  an  associated  hyponatremia — restriction  of  fluid  intake  to 
1 liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function).  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  "sterilize"  the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  although  useful  for  diuresis,  will  not  directly  affect  the  basic  pathologic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg.  of  Aldactone  per  pound 
of  body,  weight. 

References:  I.  Coodley,  E.:  Consultant  12:106-107,  109,  111,  113,  115  (July) 
1972.  2.  Thorn,  G.  W.,  and  Lauler,  D.  P.:  Am.  J.  Med.  53:673-684  (Nov.)  1972. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department 

Box  5110,  Chicago,  Illinois  60680 
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When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning  — 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 

HURTS 


EMPIRIN 

COMPOUND 

C CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


ST 

<0 


th 


Anniversary 


r*s  «EDl<>V 


Open  Letter  to  the  Doctors  of  Kansas 


Dear  Doctor : 

Last  month,  I wrote  why  we  want  your  wife  to  join 
us  in  the  Auxiliary  effort.  In  this  issue,  I would  like  to 
talk  of  two  interests  the  Kansas  Medical  Society  and  its 
Auxiliary  share  and  for  which  we,  in  the  Auxiliary, 
need  the  ingenuity,  talent,  and  efforts  of  your  wife  to 
make  them  successful. 

The  Immunization  Action  Month  (I.A.M.)  is  pointed 
toward  the  month  of  October  1974.  Even  though  it 
seems  a long  time  away,  it’s  important  that  we  begin 
to  plan  now  to  reach  maximum  effect.  With  the  KMS 
approval,  your  Auxiliary  will  cooperate  with  the  Kansas 
Department  of  Health  and  Environment,  and  with  the 
regional,  county,  and  local  I.A.M.  committees.  We  think 
this  effort  to  protect  11,000  of  the  15,000  children  be- 
tween the  ages  of  1-4  years,  who  have  not  been  im- 
munized against  diphtheria,  pertussis,  tetanus,  polio,  ru- 
bella, and  smallpox  is  worthy  of  our  concern,  time,  and 
energies. 

AMA-ERF  is  my  second  concern.  Although  the  con- 
tributions by  the  KMS  and  its  Auxiliary  amounted  to 
$18,000  last  year,  inflation,  increased  facilities,  larger 
student  enrollment  and  the  KUMC-Wichita  Branch 
stimulate  us  not  to  rest  on  our  laurels,  but  to  increase 
our  efforts  to  surpass  the  financial  support  we  gave  to 
KUMC  last  year. 

One  method  that  some  of  the  local  auxiliaries  use  to 
good  advantage  is  the  AMA-ERF  Sharing  Christmas 
Card.  We  would  like  more  of  the  societies  and  aux- 
iliaries to  consider  sponsoring  this.  A committee  of  the 
local  auxiliary  selects  the  card  and  the  physicians  are 


solicited.  Those  wishing  to  participate  make  a contribu- 
tion— all  save  the  cost  of  the  card,  postage,  and  time 
taken  to  address  them.  The  physicians’  names  appear 
on  the  card  sent  to  all  members  of  the  local  medical 
society  (or  group  designated  to  receive  the  card)  which 
states,  "In  lieu  of  an  individual  card,  a contribution  has 
been  made  to  AMA-ERF  by  those  persons  whose  names 
appear  below.”  The  addressing  and  mailing  of  the  cards 
is  taken  care  of  by  an  Auxiliary  committee. 

Another  successful  method  used  by  some  auxiliaries 
is  the  Professional  Art  Auction.  In  some  areas,  the  auc- 
tion has  been  combined  with  a gourmet  dinner  or  wine 
tasting  party.  There  need  be  no  restrictions  on  the  guest 
list  of  either  the  Christmas  card  or  Art  Auction  invi- 
tation. 

I hope  that  if  either  of  these  opportunities  are  brought 
to  your  attention  by  your  Auxiliary,  that  you  will  give 
them  serious  consideration  and  encourage  or  even  request 
them  of  your  wife. 

The  Woman’s  Auxiliary  to  the  Kansas  Medical  So- 
ciety is  aiming  for  100  per  cent  membership.  Our  work 
and  involvement  in  I.A.M.  and  AMA-ERF  is  because 
of  your  encouragement.  You  can  extend  your  involve- 
ment in  these  and  other  interesting  and  stimulating  ac- 
tivities through  your  wife’s  activity  in  the  Auxiliary. 

When  she  joins  us,  we  can  do  more  together! 

Sincerely, 

Dot  Meyer 
President, 

Woman’s  Auxiliary  to  the 
Kansas  Medical  Society 
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nnouncements 


Professional  meetings,  conferences,  and  postgraduate 
courses  of  national  importance  are  listed  for  the  Doc- 
tor’s Calendar.  Notice  of  the  session  is  posted  in  ad- 
vance to  allow  the  physician  time  to  make  preparations. 


AUGUST 

Aug.  12-15  American  Hospital  Association,  Chicago. 

Write:  J.  A.  McMahon,  840  N.  Lake  Shore 
Dr.,  Chicago  60611. 

SEPTEMBER 


Frazier,  M.D.,  1801  Hinman,  Evanston, 
111.  60204. 

Oct.  21-25  American  College  of  Surgeons,  Miami 
Beach.  Write:  C.  R.  Hanlon,  M.D.,  55  E. 
Erie,  Chicago  60611. 


Sept.  4-6 


Sept.  4-7 


Sept.  18-21 


Sept.  20 


International  Conference  on  the  Physician 
and  Population  Change,  Stockholm,  Swe- 
den. Sponsored  by  World  Medical  Associa- 
tion. Write:  Sir  William  Refshauge,  Sec. 
Gen.,  WMA,  10  Columbus  Circle,  New 
York  10019. 

American  Association  of  Obstetricians  and 
Gynecologists,  Annual.  The  Homestead, 
Hot  Springs,  Va.  Write:  J.  D.  Woodruff, 
M.D.,  Johns  Hopkins  Hospital,  Baltimore 
21205. 

Colorado  Medical  Society,  Broadmoor  Ho- 
tel, Colorado  Springs.  Write:  D.  G.  Derry, 
1 60 1 East  19th,  Denver  80218. 

Cirrhosis  of  the  Liver.  6th  Annual  Assem- 
bly, St.  Francis  Hospital,  Wichita.  Write! 
Harry  E.  Hynes,  M.D.,  PO  Box  1358, 
Wichita  67201. 


OCTOBER 


NOVEMBER 


Nov.  11-13 


Nov.  18-22 


Nov.  21-23 


Nov.  21-24 


Nov.  25-27 


42nd  Annual,  Omaha  Mid-West  Clinical 
Society,  Omaha  Hilton.  Write:  Mary  E. 
Pilloud,  1040  Medical  Arts  Bldg.,  Omaha 
68102. 

American  Heart  Association,  Fairmont  Ho- 
tel, Dallas.  Write:  W.  W.  Moore,  44  East 
23rd  St.,  New  York  10010. 

Diseases  of  the  Liver  (Miami  U.  postgrad- 
uate course),  Fontainebleau,  Miami.  Write: 
Leon  Schiff,  M.D.,  PO  Box  520875,  Bis- 
cayne  Annex,  Miami  33152. 

Annual  Meeting,  American  Association  fori 
Clinical  Immunology  and  Allergy,  Ft.  Lau- 
derdale, Florida.  Write:  John  L.  Dewey, 
M.D.,  PO  Box  912,  DTS,  Omaha  68101. 

Treatment  and  Rehabilitation  (American 
Cancer  Society  Conference),  Waldorf-As- 
toria Hotel,  New  York  City. 


Oct.  10-14  3rd  World  Congress,  Collegijm  Interna- 
tionale Chirurgiae  Digestivae,  Regency 
Hyatt  Chicago,  Hotel.  Write:  University 
of  Illinois,  Surgery  Dept.,  PO  Box  6998, 
Chicago  60680. 

Oct.  14-17  American  Academy  of  Family  Physicians, 
Los  Angeles  Hilton.  Write:  Roger  Tusken, 
1740  W.  92nd  St.,  Kansas  City,  Mo.  64114. 

Oct.  19-24  American  Academy  of  Pediatrics,  St.  Fran- 
cis and  San  Francisco  Hilton.  Write:  R.  G. 


Nov.  30-Dec.  4 American  Medical  Association,  Portland. 
University  of  Colorado: 

Aug.  12-16  Perinatal  Medicine,  Snowmass-at-Aspen 

Aug.  19-23  Nephrology,  Aspen 

Aug.  25-29  Pathology  in  Gyn-Ob,  Estes  Park 

For  further  information,  write  the  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  School  of  Medi- 
cine, 4200  E.  Ninth  Ave.,  Denver  80220. 
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le  patient  with  The  patient  with 
i thma  or  allergy  gastritis 


The  patient 
on  uricosurics 


The  patient  The  peptic  ulcer 

on  anticoagulants  patient 


The  febrile, 
dehydrated  child 


Since  there  are  so  many, 

why  not  use  TYLENOL  tablets  and  elixir  routinely 

for  pain  or  fever? 


When  one  of  the  types 
>f  patients  pictured  above  needs 
n analgesic, 

pu  have  another ‘type  for 
tYLENOL  (acetaminophen)'— 

|i  person  who  should  avoid  aspirin. 

Considering  their  number, 
wouldn't  it  make  sense  — and 
)rovide  an  added  margin  of  safety 
-to  recommend  TYLENOL 
acetaminophen)  to  all  the 


patients  in  your  practice  who 
require  an  analgesic-antipyretic? 

Precautions  and  Adverse  Reactions: 

If  a rare  sensitivity  reaction  occurs,  the  drug 
should  be  stopped. 

TYLENOL  (acetaminophen)  has  rarely  been 
found  to  produce  any  side  effects. 

Supplied:  Tablets,  325  mg. 

For  Children: 

Elixir,  120  mg./5  cc.  (alcohol  7%). 
Drops,  60  mg./0.6  cc.  (alcohol  7%). 

ChewableTablets,  120  mg. 


Safer  than  aspirin, 
yet  just  as  effective  for 
relief  of  pain  and  fever 

lylenol 

(acetaminophen) 


McNEIL) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


© McN  1974 
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ADVERTISEMENTS 


CLASSIFIED  ADVERTISEMENTS 

Family  Practitioners  to  join  established  group  in  Ottawa, 
Kansas,  a college  town  of  12,000  population,  40  miles  south 
of  Kansas  City.  New  hospital  and  medical  building.  Call  or 
write:  Robert  A.  Gollier  II,  M.D.,  1320  S.  Ash,  Ottawa, 
Kansas  66067  (913-242-1620). 

Professional  Offices  in  Topeka:  Boswell  Building,  1919 

West  10th;  Medical  Plaza  Building,  1001  Garfield;  2400  West 
Building,  2400  West  29th  St.  All  new  or  near  new  and 
available  now  or  finished  to  your  specifications.  Griffith  & 
Blair,  Inc.  913-233-5151. 

Family  Practitioner  to  join  3 FPs  and  1 general  surgeon. 
Individual  practice.  Rotating  night  and  weekend  coverage. 
Luxury  office  available  in  new  modern  building.  New  60-bed 
hospital.  Town  of  6,000.  Drawing  area  of  15,000.  Contact: 
K.  D.  Austin,  M.D.,  520  Main,  Goodland,  Kansas  67735. 
Phone:  913-899-3633. 

Excellent  space  for  a young  M.D.  coming  to  Topeka: 
1919  West  10th  St.,  near  hospital,  800  sq.  ft.  @ $6.00. 
Griffith  & Blair,  Inc.,  913-233-5151. 


PHYSICIANS— W O R LD WID E — Spain,  Ja- 
pan, Hawaii,  Maine,  Florida,  California — 
other  areas.  General  Practitioner  or  Special- 
ist needed.  Practice  primary  health  care.  No 
overhead.  Continuing/graduate  medical  edu- 
cation. Research.  Thirty  days  paid  annual  va- 
cation. Comfortable  salary.  Contact:  LCDR 
A.  E.  PIATT,  MSC,  USN,  Medical  Programs 
Officer,  Navy  Recruiting  Area  SIX,  6910  Pa- 
cific Street,  Suite  100,  Omaha,  NE  68106  or 
Telephone:  800-841-8000  toll-free. 


Deformity  Appliances 
of  Quality 


Orthopedic  and  Surgical  Appliances 


Artificial  Limbs 
Trusses 

Abdominal 

Supports 

Elastic 

Hosiery 

Foot 

Supports 

Surgical 

Corsets 


Taylor  Back  Brace 
Made  to  Order  in 
Our  Own  Factory 


P.  W.  HANICKE  MFG.  CO. 

1009  McGee  St.  VI  2-4750 

KANSAS  CITY,  MO. 


CONTINUOUSLY 


Since  1899 


KANSAS  CITY  OFFICE: 

Robert  E.  McCurdy,  Representative 
Suite  202-B,  6600  West  95th  Street,  Overland  Park,  Kansas  66212 
Telephone:  (Area  Code  913)  381-4222 

: : * • „ '•  ^ - ‘ - 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequer ! 
and/or  severity  of  grand  mal  seizures  n H 
require  increased  dosage  of  standard  aid 
convulsant  medication;  abrupt  withdraw 
may  be  associated  with  temporary  in-  i 
crease  in  frequency  and/or  severity  of  f 
seizures.  Advise  against  simultaneous  ill 
gestion  of  alcohol  and  other  CNS  depres  s 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  ha1 
occurred  following  abrupt  discontinuan  |: 
(convulsions,  tremor,  abdominal  and  m 1 
cle  cramps,  vomiting  and  sweating).  Ke  j 
addiction-prone  individuals  under  caref  i 


According  to  her  major 
\ lptoms,  she  is  a psychoneu- 
c c patient  with  severe 
u .iety.  But  according  to  the 
li  cription  she  gives  of  her 
ej'ings,  part  of  the  problem 
ciy  sound  like  depression. 

His  is  because  her  problem, 
llkough  primarily  one  of  ex- 
:< Isive  anxiety,  is  often  accom- 
v lied  by  depressive  symptom- 
li  logy.  Valium  (diazepam) 

; l provide  relief  for  both— as 
t excessive  anxiety  is  re- 
ined, the  depressive  symp- 
c is  associated  with  it  are  also 

> ;n  relieved. 

There  are  other  advan- 
i es  in  using  Valium  for  the 
t nagement  of  psychoneu- 
i ic  anxiety  with  secondary 
bressive  symptoms:  the 
i/chotherapeutic  effect  of 

> hum  is  pronounced  and 
fid.  This  means  that  im- 
nvement  is  usually  apparent 
i the  patient  within  a few 

lys  rather  than  in  a week  or 


ivvo,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  BW,  et  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


rveillance  because  of  their  predisposi- 
ri  to  habituation  and  dependence.  In 
pgnancy,  lactation  or  women  of  child- 
pring  age,  weigh  potential  benefit 
Jainst  possible  hazard, 
ecautions:  If  combined  with  other  psy- 
otropics  or  anticonvulsants,  consider 
refully  pharmacology  of  agents  em- 
ayed;  drugs  such  as  phenothiazines, 
rcotics,  barbiturates,  MAO  inhibitors 
d other  antidepressants  may  potentiate 
action.  Usual  precautions  indicated  in 
tients  severely  depressed,  or  with  latent 
pression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Why  NOT  Join  KaMPAC? 

KANSAS  MEDICAL  POLITICAL  ACTION  COMMITTEE 
1300  TOPEKA  AVE.,  TOPEKA,  KANSAS  66612 

1.  We  strive  to  represent  fairly  the  political  directions  toward  electing  friends  of 
medicine. 

2.  If  our  membership  increases,  then  we  can  effectively  participate  in  state  elections, 
as  well  as  national  elections.  This  is  a trend  to  be  welcomed,  but  it  was  hampered  in 
the  past  by  penny-politics  and  the  availability  of  our  embarrassing  smidgen  of  funds. 

3-  We  should  have  well  over  50  percent  of  the  Kansas  Medical  Society  membership 
as  KaMPACKERS,  to  be  better  representative  of  the  doctors  (presently  only  10  percent 
embellish  our  grandeur) . 

4.  Our  constitution  has  been  revised  and  amended  to  reconstitute  the  Board.  It  is 
hoped  that  by  these  changes,  our  medical  leaders  will  feel  a greater  responsibility  to- 
ward KaMPAC.  The  Executive  Committee  of  the  KMS  from  here  on  will  be  responsible 
for  appointing  board  members;  for  wider  participation  there  will  now  be  an  alternate 
designated  for  each  board  member  with  either  or  both  in  attendance  at  board  meetings. 

5.  As  a KaMP ACKER,  you  automatically  fall  heir  to  a privileged  platform  of  vast 
listener  exposure,  thus  enhancing  the  full  force  of  your  explosive  expletives! 

6.  Let  it  not  be  said  that  we  are  just  a hard-hearted  herd  of  tightwadian  Republicans. 
After  a careful  search  through  the  compiled  and  unedited  KaMPAC  minutes  for  the 
past  ten  years,  I am  privileged  to  announce  the  discovery  of  that  one  lonely  Democrat 
(and  only  One)  to  whom  a donation  from  KaMPAC  was  sent.  Of  course,  this  may 
have  been  a simple  oversight,  but  I prefer  to  pinpoint  this  amazing  instance  of  generosity 
(all  of  $15.00)  as  the  turning  point  of  our  fast  falling  star.  I should  hope  that  this 
incontestable  evidence  shall  forever  seal  the  lips  of  those  who  cherish  the  charge  of 
partisanship  against  us! 

7.  I am  pleased  to  announce  from  the  highest  rooftops  that  by  no  small  skullduggery 
was  I able  to  entice  Dr.  Roy  Neil  (a  bona  fide  Demo  of  Hays,  Kansas)  to  take  up  the 
cudgel  and  do  battle  for  Naughty  Norb’s  Machine.  We  are  equally  pleased  to  welcome 
two  new  members  this  year  from  the  Ladies  Auxiliary:  Mrs.  Ann  Rempel,  Wichita,  and 
Mrs.  Robert  Moore,  Caney,  Kansas  (all  new  Board  members). 

8.  We  need  many  more  KaMPAC  members  with  a healthy  balance  of  the  Board,  and 

we  are  willing  to  resort  to  any  means  to  do  so,  even  if  it  demands  telling  the  awful 
truth  about  ourselves.  Our  political  adversaries  are  not  necessarily  our  enemies;  many  are 
our  friends,  and  all  deserve  our  highest  consideration  if  we  are  to  remain  a free  system 
of  multiple  parties.  Vale  Page,  M.D.,  Chairman,  KaMPAC 

MEMBERSHIP  OPTIONS  AND  DUES 

I.  Unincorporated  Doctors 

Doctors $20.00 — Regular  membership  + $80.00  for  sustaining  membership 

Doctors’  Spouses  $20.00 — Regular  membership  + $80.00  for  sustaining  membership 
Dentists,  Vets  . $20.00 — Regular  membership  + $80.00  for  sustaining  membership 

II.  Incorporated  Doctors 

The  same  except  that  corporate  money  cannot  be  used  for  candidate  support. 
Therefore,  we  urge  you  to  send  personal  checks.  Corporate  money  can  only  be  used 
for  educational  purpose.  If  you  feel  you  want  to  give  only  corporate  money,  don’t 
hesitate!  It  will  go  into  the  funds  for  education  and  not  to  candidates. 

A copy  of  our  report  filed  with  the  appropriate  supervisory  officer  is  (or  will  be)  available  for  purchase  from 
the  Superintendent  of  Documents,  United  States  Government  Printing  Office,  Washington,  D.C.  20402. 


nnouncements 


Professional  meetings,  conferences,  and  postgraduate 
courses  of  national  importance  are  listed  for  the  Doc- 
tor’s Calendar.  Notice  of  the  session  is  posted  in  ad- 
vance to  allow  the  physician  time  to  make  preparations. 


Sept.  18-21 


Sept.  20 


Oct.  4-5 


Oct.  10-14 


Oct.  14-17 


Oct.  19-24 


Oct.  21-25 


Nov.  11-13 


Nov.  18-22 


SEPTEMBER 

Colorado  Medical  Society,  Broadmoor  Ho- 
tel, Colorado  Springs.  Write:  D.  G.  Derry, 
1601  East  19th,  Denver  80218. 

Cirrhosis  of  the  Liver.  6th  Annual  Assem- 
bly, St.  Francis  Hospital,  Wichita.  Write: 
Harry  E.  Hynes,  M.D.,  PO  Box  1358, 
Wichita  67201. 

OCTOBER 

11th  Annual  Symposium  on  Kidney  Dis- 
ease, Hilton  Hotel,  Denver.  Write:  Kidney 
Foundation,  2186  S.  Holly,  Denver  80222. 

3rd  World  Congress,  Collegium  Interna- 
tionale Chirurgiae  Digestivae,  Regency 
Hyatt  Chicago,  Hotel.  Write:  University 
of  Illinois,  Surgery  Dept.,  PO  Box  6998, 
Chicago  60680. 

American  Academy  of  Family  Physicians, 
Los  Angeles  Hilton.  Write:  Roger  Tusken, 
1740  W.  92nd  St.,  Kansas  City,  Mo.  64114. 

American  Academy  of  Pediatrics,  St.  Fran- 
cis and  San  Francisco  Hilton.  Write:  R.  G. 
Frazier,  M.D.,  1801  Hinman,  Evanston, 
111.  60204. 

American  College  of  Surgeons,  Miami 
Beach.  Write:  C.  R.  Hanlon,  M.D.,  55  E. 
Erie,  Chicago  60611. 

NOVEMBER 

42nd  Annual,  Omaha  Mid-West  Clinical 
Society,  Omaha  Hilton.  Write:  Mary  E. 
Pilloud,  1040  Medical  Arts  Bldg.,  Omaha 
68102. 

American  Heart  Association,  Fairmont  Ho- 
tel, Dallas.  Write:  W.  W.  Moore,  44  East 
23rd  St.,  New  York  10010. 


Nov.  21-23  Diseases  of  the  Liver  (Miami  U.  postgrad- 
uate course),  Fontainebleau,  Miami.  Write: 
Leon  Schiff,  M.D.,  PO  Box  520875,  Bis- 
cayne  Annex,  Miami  33152. 

Nov.  21-24  Annual  Meeting,  American  Association  for 
Clinical  Immunology  and  Allergy,  Ft.  Lau- 
derdale, Florida.  Write:  John  L.  Dewey, 
M.D.,  PO  Box  912,  DTS,  Omaha  68101. 


Nov.  25-27  Treatment  and  Rehabilitation  (American 
Cancer  Society  Conference),  Waldorf-As- 
toria Hotel,  New  York  City. 

Nov.  30-Dec.  4 American  Medical  Association,  Portland. 


INTERNAL  MEDICINE  COURSES 

The  American  College  of  Physicians  (ACP)  will 
sponsor  the  following  postgraduate  courses: 

Oct.  2-  4 Current  Concepts  of  Clinical  Hematology; 

U.  of  Virginia  Medical  School,  Charlottes- 
ville. 

Oct.  7-  9 Clinical  Course  in  Nephrology;  Royal 
Victoria  Hospital,  Montreal,  Quebec. 

Oct.  21-25  New  Developments  in  Diagnosis  and 
Treatment  of  Disease  with  Radionuclides; 
U.  of  Michigan  Towsley  Center,  Ann 
Arbor. 

Oct.  21-25  Rheumatic  Diseases;  Jummy  Fund  Audi- 
torium, Children’s  Hospital  Medical  Cen- 
ter, Boston. 

Oct.  24-26  Valvular  Heart  Disease;  U.  of  New 
Mexico,  Albuquerque. 

Oct.  28-31  Crisis  Medicine;  Hyatt  House,  Albany. 

For  information,  write:  Registrar,  Postgraduate 

Courses,  ACP,  4200  Pine  St.,  Philadelphia,  Pa.  19104. 
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When  the  patient  on  uricosuric 
therapy  requires  an  analgesic,  a new 
problem  arises.  Aspirin  in  the  usual 
analgesic  doses  inhibits  the  action  of 
uricosurics.1'2 

TYLENOL  (acetaminophen),  on 
the  other  hand,  causes  no  appreciable 
uricosuric  antagonism2  and  for 
this  reason  is  preferred  over  aspirin 
in  the  gout  patient. 

This  is  only  one  of  several 
‘types  for  TYLENOL— that  is,  patients 
who  should  avoid  aspirin.  Consider- 


ing all  of  them,  wouldn't  it  provide 
added  safety  (as  well  as  added 
convenience)  to  recommend 
TYLENOL  (acetaminophen)  routinely 
for  simple  analgesia? 

References:  1.  Martin,  E.W.,  et  al.,  ed.: 

Hazards  of  Medication,  Philadelphia.  J.B. 
Lippincott  Co.,  1971,  p.  511.  2.  Seegmiller, 

J.E.:  Med.  Clin.  North  Amer.  45: 12591272 
(Sept.)  1961. 

Precautions  and  Adverse  Reactions:  If  a rare 
sensitivity  reaction  occurs,  the  drug  should  be 
stopped. TYLENOL  (acetaminophen)  has  rarely 
been  found  to  produce  any  side  effects. 


Supplied:  Tablets,  325  mg. 

For  Children: 

Elixir,  120  mg./5cc.  (alcohol  7%). 
Drops,  60  mg./0.6cc.  (alcohol  7%). 
Chewable  Tablets,  120  mg. 

Safer  than  aspirin, 
yet  just  as  effective  for  relief 
of  pain  and  fever 

lylenol 

(acetaminophen) 


(McNEIL) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


) McN  1973 


Anniversary 
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Open  Letter  to  the  Doctors  of  Kansas 


Dear  Doctor: 

During  this  month  and  until  November  5,  many  of 
our  Auxiliary  members  will  be  active  in  political  cam- 
paigns. As  a rule,  most  of  their  time  is  spent  in  volunteer 
services  like  this  or  in  hospital  auxiliaries,  PTA,  or  other 
social  agencies.  Women’s  effort  in  all  of  these  fields  is 
applauded  as  most  valuable.  You,  Doctor,  are  married 
to  one  of  the  brightest  and  most  capable  ladies  in  your 
community,  as  if  you  didn’t  already  know.  I’m  sure  you 
are  proud  of  them  and  their  efforts. 

One  of  the  objectives  and  goals  of  the  Medical 
Auxiliary  is  to  keep  your  wife  and  those  of  all  Kansas 
doctors  informed  about  community  needs  dealing  pri- 
marily with  health  issues  and  medical  political  issues. 
We  also  hope  to  help  them  in  selecting  their  choice  of 
service  areas. 

In  political  activity,  LEGS,  our  legislative  committee, 
is  an  organized  pyramid,  formed  to  get  your  message  to 
our  state  or  national  legislators.  Our  pyramid  spreads 
into  all  organized  areas  of  Kansas,  and  is  available  for 
state  and  national  legislative  effort.  However,  we  re- 
spond as  the  organized  LEGS  only  when  we  are  asked 


by  the  Kansas  Medical  Society  or  the  AMA — only  when 
you  ask,  Doctor. 

It  has  been  said  that  it  is  easier  to  qualify  for  PTA 
than  for  Medical  Auxiliary.  You  select  our  members, 
Doctor.  You  select  that  type  of  lady  with  a singular 
blend  of  intelligence,  education,  talent,  energy,  en- 
thusiasm, fun,  and  altruistic  concerns  that  we  want  and 
need  in  Auxiliary.  If  each  of  the  90,000  members  of 
the  Medical  Auxiliary  on  the  national  picture  were  to 
volunteer  one  hour  of  service  a day,  it  would  represent 
as  much  power  as  11,000  full-time  workers  ...  as 
many  as  are  employed  by  a company  the  size  of  Eli 
Lilly. 

If  all  the  wives  of  Kansas  physicians  were  involved 
in  their  county  and  state  auxiliary,  think  how  much 
more  we  could  do  together. 

Sincerely, 

Dot  Meyer 
President, 

Woman’s  Auxiliary  to  the 
Kansas  Medical  Society 
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KANSAS  CITY  OFFICE; 

Robert  E.  McCurdy,  Representative 
Suite  202-B,  6600  West  95th  Street,  Overland  Park,  Kansas  66212 
Telephone:  (Area  Code  913)  381-4222 
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THE  LATTIMORE-FINK  LABORATORIES,  INC 


A Damon  Associate 


P.  O.  Box  561,  Topeka,  Kansas  66601 


A.  A.  Fink,  M.D.— Pathologist-Director 


Professional  Staff 

D.  E.  Gray,  M.D.,  Cytopathologist 
A.  Huaman,  M.D.,  Pathologist 

R.  Lefebvre,  M.D.,  Pathologist 
W.  W.  Scamman,  M.D.,  Pathologist 

E.  Rabin,  M.D.,  Pathologist 
H.  Rendon,  M.D.,  Pathologist 

Administration 

D.  M.  Demaree,  M.T.  (ASCP),  Administrator 
P.  Quinley,  M.T.  (ASCP),  Education  Director 

Comprehensive  Clinical  Testing  From  a 
Single  Source 
Quality 

Personalized  Service 
Performance 

Accredited  by  College  of  American 
Pathologists 


Service  Representative 
W.  Norris,  M.T.  (ASCP)- 


(913)  234-8621 


Technical  Staff 

D.  E.  Ferree,  M.T.  (ASCP),  General  Supervisor 
R.  Vopat,  M.T.  (ASCP),  Night  Supervisor 
L.  A.  Hull,  M.T.  (ASCP),  Bacteriology 
J.  Carpenter,  M.T.  (ASCP),  Chemistry 
A.  Pringle,  M.T.  (ASCP),  Hematology 


Over  half  a century  of  Continued  Pathology 
Services 

Anatomical  and  Clinical  Pathology 
Cytology  — Cytogenetic  Studies 
Clinical  Chemistry — Radioisotope  Assay 
Bacteriology  — Mycology 
Serology  — Hematology 


Certified  by  Medicare  and  Medicaid  — Licensed  by  U.  S.  Public  Health  Service 


AMA  House  of  Delegates 


Summary  of  Actions  Taken  at  the  123rd  Annual  Convention , 

Chicago , Illinois , June  23-27,  1974 


The  following  report  was  prepared  and  submitted 
to  The  Journal  by  George  E.  Burket,  Jr.,  M.D.,  Over- 
land Park,  and  Clair  C.  Conard,  M.D.,  Dodge  City, 
AMA  Delegates  from  Kansas,  who  both  attended  the 
meeting  in  Chicago,  appeared  before  the  reference  com- 
mittees, and  acted  upon  all  the  business  submitted  to  the 
House. 

Elections 

President-Elect:  Max  Parrott,  M.D.,  Portland,  Oregon 
Vice-President:  Joseph  M.  Ribar,  M.D.,  Alaska 
Speaker:  Tom  E.  Nesbitt,  Tennessee 
Vice-Speaker:  William  Y.  Rial,  Pennsylvania 
Trustees:  Daniel  Cloud,  Arizona;  James  M.  Blake,  New 
York;  Hoyt  D.  Gardner,  Kentucky;  Raymond  T. 
Holden,  District  of  Columbia;  Frank  J.  Jirka,  Illi- 
nois; Joe  T.  Nelson,  Texas 
Judicial  Council:  Samuel  R.  Sherman,  California 
Council  on  Constitution  and  Bylaws:  Urban  H.  Ever- 
sole,  Massachusetts;  Herman  J.  Smith,  Iowa 
Council  on  Medical  Education:  Richard  G.  Connar, 
Florida;  Joseph  White,  Jr.,  Pennsylvania;  Charles 
Verheyden,  Minnesota 

Council  on  Medical  Service:  John  G.  Morrison,  Cali- 
fornia; Paul  W.  Burleson,  Alabama;  Robert  T.  Kelly, 
Minnesota;  Douglas  Hiza,  Iowa. 

Address  of  Vice-President  of  the  U.S. 

Though  it  had  been  rumored  that  Ford  would  ad- 
dress the  PSRO  issue,  his  only  passing  reference  was: 
"I’ve  been  getting  a lot  of  free  advice  lately  on  how 
to  run  my  business.  I have  not  necessarily  followed  this 
advice.  So,  I won’t  give  you  any  free  advice  on  how  to 
run  your  business.  In  my  view  on  PSRO,  (p)  oliticians 
(s)hould  (r)emain  (o)ut  of  it.” 

Turning  to  confidentiality,  Ford  said  that  "while 
ways  must  be  found  to  minimize  federal  involvement 
in  health  care  delivery  while  achieving  an  effective  pri- 
vate/public health  care  partnership,  it  is  essential  that 
we  avoid  bureaucratic  intervention  between  the  doctor 
and  his  patient — intervention  that  compromises  the  rights 
and  privacy  of  both.” 

Malcolm  C.  Todd,  M.D.,  AMA  President 

In  his  inaugural  address,  Dr.  Todd  stated,  "It  is 
high  time  to  put  the  health  care  state  of  the  Union  into 


its  true  perspective,  before  lack  of  perspective  leads  to 
waste  of  effort,  waste  of  money,  waste  of  hope.” 

Dr.  Todd  asked  the  delegates  to  consider  sponsoring 
a National  Academy  of  Health  to  formulate  his  pro- 
posed national  policy.  The  academy,  he  said,  would  give 
both  private  and  public  sectors  of  health  care  "an  open 
forum  and  framework  in  which  to  exchange  views,  pin- 
point health  care  needs,  evaluate  total  health  care  re- 
sources, and  arrive  at  some  common  sense  of  purpose, 
with  sound  programs,  goals  and  priorities.” 

He  also  urged  the  association  to: 

- — "Make  everyone  aware  that  we  are  for  national 
health  insurance  as  needed,”  and  have  our  own  NHI 
bill,  Medicredit,  in  Congress. 

— Organize  the  development  of  guidelines  to  protect 
the  privacy  of  patient  information  accumulated  in  com- 
puterized health  care  centers.  No  inherent  right  of  the 
patient  "is  greater — or  presently  more  imperiled — than 
what  he  tells  his  doctor.” 

- — Assume  a "new  and  strong  coordinating  role”  in 
medical  education,  partly  so  that  it  will  give  more  at- 
tention to  human  concern  for  patients.  "If  the  AMA  is 
to  be  held  accountable  for  what  our  profession  does,  then 
it  must  insist  upon  more  responsibility  for  the  manner 
in  which  our  profession  is  trained.” 

— Establish  a "university  without  walls,”  to  confer 
an  advanced  academic  degree,  stimulating  more  phy- 
sicians to  enroll  in  continuing  education. 

— Develop  nationwide  proposals  for  arbitration  and 
no-fault  procedures  in  malpractice  cases,  to  curb  the 
serious  impact  of  these  cases  on  health  care  costs. 

Physicians  an<l  the  Government 

PSRO.  Speculation  over  possible  changes  in  PSRO 
policy  by  the  House  dominated  the  attention  of  those 
attending  the  convention,  including  the  media. 

During  its  day-long  hearing  on  Monday,  June  24, 
Reference  Committee  A considered  two  reports  and  25 
resolutions  bearing  on  the  issue,  and  estimated  that  64 
speakers  addressed  themselves  to  PSRO. 

But  on  Wednesday,  the  Delegates — cognizant  of  the 
hours  of  debate  devoted  to  PSRO  at  Anaheim  last  De- 
cember and  in  New  York  City  last  June — overwhelm- 
ingly voted  (202  to  24)  to  terminate  debate  after  a 
few  minutes. 

Then  the  House  adopted  a substitute  resolution  on 
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PSRO  proposed  by  the  reference  committee,  whose 
members  emphasized  that  the  resolution  provides  the 
association  with  a "clear-cut,  definitive  position  which 
cannot  be  misunderstood  by  anyone  inside  or  outside 
this  House  of  Delegates.”  The  resolution: 

— Instructs  the  Board  of  Trustees  to  seek  construc- 
tive amendments  to  the  PSRO  program,  particularly 
in  potentially  dangerous  areas  such  as  confidentiality, 
malpractice,  development  of  norms,  quality  of  care, 
and  the  authority  of  the  Secretary  of  HEW. 

- — Directs  the  AMA  to  continue  efforts  to  achieve 
legislation  which  allows  the  profession  to  perform 
peer  review  according  to  established  medical  philos- 
ophy and  the  best  interests  of  the  patient. 

— Emphasizes  that  state  associations  which  elect 
non-compliance  with  PSRO  are  not  prevented  from 
doing  so  by  the  new  policy,  but  urges  such  associa- 
tions to  develop  effective  non-PSRO  review  programs 
embodying  the  principles  endorsed  by  the  profession 
as  constructive  PSRO  alternatives. 

The  new  policy  also  provides  that  in  the  event  that 
the  PSRO  program  does,  in  fact,  adversely  affect  pa- 
tient care  or  conflict  with  AMA  policy,  then  "the  Board 
of  Trustees  (will)  be  instructed  to  use  all  legal  and 
legislative  means  to  rectify  these  shortcomings.” 

Extension  of  Policy  on  National  Health  Insurance.  Two 

statements  on  national  health  insurance  were  adopted 
after  lengthy  debate.  One  calls  on  the  Board  of  Trustees 
to  cooperate  with  state  associations  "to  attempt  to  devise 
mechanisms  mutually  acceptable  to  the  private  medical 
and  insurance  communities  which  will  ensure  the  pro- 
vision of  health  insurance  coverage  through  the  pur- 
chase of  private  health  insurance,  and  to  seek  means  to 
secure  favorable  Congressional  and  public  support  for 
their  adoption.” 

During  discussion,  it  was  pointed  out  that  the  ad- 
dition to  the  NHI  policy  does  not  affect  AMA  support 
for  Medicredit,  but  is  intended  to  stimulate  new  health 
insurance  mechanisms.  The  second  resolution  calls  on 
the  AMA  and  component  associations  to  work  to  de- 
tach "any  national  health  insurance  program  from  the 
controlling  intrusions  of  existing  PSRO  laws  and  regu- 
lations.” 

Oppose  "Public  Utility”  Medicine.  The  House  went  on 
record  as  being  opposed  to  certain  bills  in  Congress 
which  would  replace  the  federal  "Health  Professions 
Educational  Assistance  Act”  which  expired  June  30. 
Under  the  bills,  comprehensive  health  planning  pro- 
grams would  be  replaced  with  public  utility  type  bodies 
which  would  control  certain  aspects  of  health  education 
and  health  care  delivery,  and  medical  licensure.  An 
amended  resolution  adopted  by  the  House  directs  the 


Board  of  Trustees  to  mobilize  AMA  membership  in 
opposition  to  offensive  sections  of  the  proposed  legisla 
tion,  and  take  strong  actions  on  other  fronts. 

In  other  actions  affecting  physicians  and  the  govern- 
ment, and  other  third  parties,  the  House: 

— Directs  the  AMA  to  seek  an  extension  of  from 
30  to  90  days  to  respond  to  proposed  health  regulations 
printed  in  the  Federal  Register,  and  that  government 
agencies  using  the  Federal  Register  for  rule-promulgat- 
ing purposes  be  urged  to  hold  public  hearings  on  the 
merits  of  proposed  legislation. 

— Calls  on  the  AMA  to  oppose  the  concept  of  claims 
rejection  on  the  basis  of  "diagnostic  admission”  or 
"lack  of  medical  necessity”  without  prior  physician 
notification,  and  to  recommend  a peer  review  mechanism 
be  established  independent  of  the  third-party  carrier  to 
review  claim  conflicts  with  such  mechanisms  to  be  es- 
tablished by  existing  medical  foundations,  medical  so- 
cieties, or  other  independent  peer  review  organizations. 

— Requests  the  AMA  to  work  with  third  parties  to 
secure  increased  acceptance  of  the  AMA  uniform  health 
insurance  claim  form,  and  urges  state  associations  to 
encourage  acceptance  of  the  form  by  insurance  com- 
missioners, and,  if  necessary,  through  state  legislation. 

— Urges  continued  AMA  efforts  to  prevent  future 
imposition  of  government  fee  controls,  and  opposes  the 
mandatory  imposition  of  a "Healthcard”  as  the  payment 
mechanism  under  the  Administration’s  national  health 
insurance  plan,  and  instead,  reaffirmed  the  right  of  the 
physician  to  bill  patients  directly. 

Physicians  and  the  Public 

Conpdentiality  of  Patient  Records.  The  House  adopted 
two  reports  bearing  on  confidentiality  of  medical  records. 
Report  I of  the  Council  on  Medical  Service  describes  a 
wide-ranging  series  of  proposals  to  enable  the  medical 
profession  and  insurance  companies  to  "maintain  the 
confidentiality  and  security  of  patient  information.”  Re- 
port S of  the  Board  of  Trustees  notes  that  the  Council 
on  Legislation  is  developing  model  legislation  as  a 
guide  to  possible  state  legislation  to  preserve  confiden- 
tiality, and  that  a model  bill  should  be  ready  for  con- 
sideration by  the  House  at  the  1974  Clinical  Session  in 
Portland,  Oregon. 

In  other  actions  affecting  physicians  and  the  public, 
the  House  directed  that: 

— The  new  national  blood  policy  be  privately  imple- 
mented through  the  appropriate  organization  of  the 
AMA,  state  and  county  medical  societies,  and  their 
committees  on  transfusion. 

— The  AMA  continue  to  inform  the  public  and  the 
profession  of  the  potential  problems  and  risks  in  per- 
mitting the  non-physician  substitution  of  drugs  of  choice 
prescribed  by  physicians,  and  that  state  associations  sup- 
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port  this  position  before  state  legislatures  considering 
laws  which  would  allow  drug  substitutions. 

Physicians,  Hospitals,  and  Medical  Schools 

Report  on  Physician-Hospital  Relations,  1974.  The 
House  adopted  the  104-page  "Report  on  Physician- 
Hospital  Relations,  1974,”  compiled  by  the  Council  on 
Medical  Service  and  its  Committee  on  Private  Practice. 
An  update  of  an  earlier  report  made  in  1964,  the  1974 
version  contains  14  specific  recommendations  to  cope 
with  problems  developing  between  some  hospitals  and 
their  medical  staffs.  Among  other  things,  the  recommen- 
dations are  aimed  at  protecting  medical  staffs  against 
unilateral  action  by  hospital  governing  boards  relative  to 
staff  bylaws,  rules,  and  regulations. 

Students,  Interns  and  Residents.  Two  informational  re- 
ports dealing  with  possible  guidelines  for  housestaffs  in 
developing  contracts  in  institutions  in  which  they  serve 
generated  considerable  discussion  before  Reference  Com- 
mittee C.  Among  those  testifying  were  medical  students, 
residents,  faculty  members,  hospital  directors,  and  mem- 
bers of  the  AMA  Board  of  Trustees  and  Council  on 
Medical  Service.  Because  of  the  importance  and  the 
complexity  of  the  issues  involved,  the  two  reports,  plus 
a revised  report  submitted  by  the  Intern  and  Resident 
Business  Session  during  the  convention,  were  referred 
to  the  Board  of  Trustees  for  further  study  and  consulta- 
tion with  appropriate  groups.  Delegates  directed  the 
Board  to  report  back  at  the  1974  Clinical  Session. 

The  House  adopted  a resolution  calling  for  the  AMA, 
through  appropriate  committees  and  councils,  to  assure 
due  process  for  medical  students,  and  requested  a 
further  report  at  the  next  Clinical  Session. 

Another  resolution  proposing  guidelines  for  "Fair, 
Professional  Relationships  between  Training  Institutions 
and  House  Officers”  (intended  for  inclusion  in  the  es- 
sentials of  approved  internships,  and  residencies)  was 
referred  for  further  study  and  report  back  at  the  Clinical 
Session. 

The  House  adopted  a resolution  calling  on  the  AMA 
to  encourage — and  urging  medical  schools  to  implement 
— a series  of  lecture  programs  for  students  on  the  socio- 
economic aspects  of  medicine. 

New  Liaison  Committee  on  Medical  Education.  Dele- 
gates adopted  Board  of  Trustees  Report  I calling  for 
the  establishment  of  a new  Liaison  Committee  on  Con- 
tinuing Medical  Education.  Structure  and  duties  of  the 
new  committee  have  been  worked  out  by  AMA  repre- 
sentatives and  those  representing  the  American  Board 
of  Medical  Specialties,  the  American  Hospital  Associa- 
tion, the  Association  of  Medical  Specialties,  and  the 
Council  of  Medical  Specialty  Societies. 

In  other  actions,  the  House: 


— Supported  a moratorium  on  the  licensure  of  allied 
health  occupations  until  the  end  of  1975. 

— Adopted  a report  containing  "Essentials  of  an  Ac- 
credited Educational  Program  for  the  Surgeon’s 
Assistant." 

— And  reaffirmed  AMA  opposition  to  blanket  pre- 
admission certification  of  hospital  patients  by  govern- 
mental or  hospital  edict. 

— Adopted  a resolution  urging  the  AMA  to  support 
the  development  of  preceptor  programs  in  primary  pa- 
tient care  to  stimulate  the  production  of  more  primary 
care  physicians. 

Association  and  Internal  Matters  of  the  House 

Specialty  Representation  in  the  House.  In  response  to 
proposals  to  increase  specialty  representation  in  the 
House,  the  Reference  Committee  on  Constitution  and 
Bylaws  reported  extensive  testimony,  and  urged  "all 
concerned  parties  to  increase  communication,  coopera- 
tion and  liaison”  to  resolve  the  complex  question. 

The  House  adopted  the  reference  committee  report, 
and  referred  report  H of  the  Board  of  Trustees  contain- 
ing proposed  modifications  for  specialty  representation 
in  the  House  to  the  Council  on  Constitution  and  Bylaws 
for  inclusion  in  its  continuing  study. 

Malpractice  Problems.  A resolution  calling  on  the  AMA 
and  constituent  societies  to  "institute  a nationwide  public 
education  program  to  inform  the  public”  of  malpractice 
problems,  and  for  the  AMA  to  "spearhead  state  and 
federal  legislation"  to  correct  malpractice  inequities,  was 
referred  to  the  Board  of  Trustees  and  its  Committee  on 
Insurance  for  report  back  at  the  1974  Clinical  Session. 

Membership  Opinion  Polls.  The  House  concurred  in 
recommendations  to  reconstitute  the  Committee  on  Mem- 
bership Opinion  Polls  as  a Special  Committee  of  the 
House,  and  authorized  future  polls  of  membership 
opinion  subject  to  approval  of  the  Board  of  Trustees. 

In  other  internal  matters,  the  House: 

Requested  changes  in  the  constitution  and  bylaws 
to  permit  additional  scientific  sessions  on  a regional  basis 
(to  supplement  the  programs  at  the  annual  and  clinical 
sessions)  so  the  House  can  take  affirmative  action  on  the 
proposal  at  the  1974  Clinical  Session. 

— Instructed  the  Board  of  Trustees  to  distribute  to 
each  delegate,  alternate  delegate,  and  constituent  state 
association  a summary  of  actions  taken  at  each  meeting 
of  the  Board. 

Miscellaneous  Actions  of  the  House 

In  miscellaneous  actions,  the  House: 

— Changed  the  name  of  the  Section  on  Plastic  and 

( Continued  on  page  288  ) 
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The  I ndian  fruit-eating  bat,  almost  all  monkeys,  man  and  the 
guinea  pig  are  the  only  mammals  whose  bodies  lack  an  enzyme 
needed  to  synthesize  ascorbic  acid  from  glucose!  Hence  they 
must  obtain  their  vitamin  C from  exogenous  sources. 


De  Joinville  writing  about  a 1 3th  century  crusade  reported  that 
barber  surgeons  had  to  "cut  away  the  dead  flesh  from  the  gums 
to  enable  people  to  masticate  their  food'.'  The  disease  he 
described  was  probably  scurvy. 


The  outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 
vitamin  C than  the  heads.  Yet,  ironically,  these  are  often  trimmed 
away  by  the  grocer  to  improve  appearance  and  enhance  sales 
appeal!  Many  housewives  trim  them  even  more  before  cooking! 


Available  on  your 
prescription  or 
recommendation 

AUHTwHC 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


Allbee  wittC 


30  CAPSULES 


Each  capsule  contains  ^ fl~; 

Thiamine  mononitrate  (fli)  IS  mg  1500* 
Ribotlavm  (B.)  10  mg  83*' 

Pyndo»me  hydrochloride  (B.) 5 mg  * 
Niacinamide  SO  mg  SOCA 

Calcium  pantothenat;  lGmg  Y. 
Ascorbic  acid  (Vitamin  C)  300  mg  1000' 
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A.H.  Robins  Company.  Richmond,  Va.  23220 
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each  tablet, 
capsule  or  5 cc 
teaspoonful  each 

of  elixir  Donnatal  each 

(23%  alcohoQ No  2 Extentab 

hyoscyamlne  sulfate  0.1037  mg  0.1037  mg.  0.31  11  mg. 

atropine  sulfate  0.01 94  mg  0.01 94  mg.  0 0582  mg 

hyoscine  hydrobromide  0.0065  mg  0 0065  mg.  0.0195  mg. 

phenobarbital  (figr)16.2mg  (Hgr.)32.4mg  (%gr.)48.6mg 

(warning:  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma:  renal  or  hepatic  disease:  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients. 

/1-HDOBINS  A H Robins  Company.  Richmond  Virginia  23220 


0 


prevention 


Use  itto  prevent  a topical  infection.  Ortotreatone  that’salready  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  ofnonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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17  minutes,  on  average 

an  initial  benefit  of 
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Dalmane- 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects2'5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

IDalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories 2 5 

Using  a 14-night  protocol  involving  eight  insomniac  and 

eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'* 2 3 4 5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
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Those  Flexor  Tendons 


Staged  Tendon  Grafts  Utilizing  Silastic  Rods 

JOHN  E.  WINTER  II,  M.D.,  GERALD  D.  NELSON,  M.D. 
and  TOMMY  E.  KENDALL,  M.D.,  Wichita 


Local  hand  anatomy  and  the  mechanism  of  ten- 
don healing  play  pivotal  roles  in  the  final  results  of 
flexor  tendon  repair  in  "no-man’s  land"  (that  area 
from  the  distal  palmar  crease  to  the  flexion  crease  of 
the  proximal  interphalangeal  joint).  First,  both  the 
flexor  digitorium  sublimus  and  the  profundus  tendons 
are  contained  in  a common  tendon  sheath.  This  intimate 
association  necessitates  special  techniques  in  treating 
lacerations  of  these  tendons.  Secondly,  and  of  equal 
importance,  is  the  manner  in  which  tendons  heal.  The 
one-wound-one-scar  concept  of  Peacock1  and  Madden 
states  that  a laceration  of  the  flexor  tendons  in  no- 
man’s land’’  will  result  in  a scar  involving  both  ten- 
dons. This  involvement  of  both  tendons  in  a single 
scar  also  occurs  when  only  one  tendon  is  lacerated. 

The  repair  of  lacerated  flexor  tendons  in  no-man  s 
land’’  in  the  hand  generates  a great  deal  of  discussion 
among  surgeons  treating  hand  injuries.  The  most  suc- 
cessful mode  of  treatment  remains  controversial,  and 
varies  according  to  the  surgeon  s preference  and  ex- 
perience, the  severity  of  the  injury,  and  the  needs  of 
the  patient. 

Since  1900,  various  materials  have  been  used  in  an 
effort  to  induce  a new  tendon  sheath  (pseudosheath), 
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and  thereby  lessen  the  formation  of  adhesions  between 
tendons,  tendon  sheath,  and  surrounding  tissues.-’  In 
1963,  Carroll  and  Bassett4  reported  on  the  use  of 


Complications  leading  to  restriction  of 
motion  in  digits  which  sustain  tendon  in- 
juries in  “no-man’s  land,”  as  well  as  pro- 
cedures which  will  decrease  them,  are  dis- 
cussed. 


silastic  rods  for  the  induction  of  a pseudosheath.  The 
technique  has  since  been  advocated  for  use  in  varying 
types  of  injuries. 

A few  experienced  hand  surgeons  believe  that  the 
best  treatment  for  flexor  tendon  lacerations  in  no-man  s 
land”  is  primary  repair.  However,  judgment  is  required 
in  case  selection,  and  the  ideal  wound  is  less  than  six 
hours  old  with  minimal  injury  to  surrounding  soft 
tissue,  bones,  or  joints.  There  is  disagreement  on  the 
question  of  whether  or  not  primary  repair  of  both  flexor 
tendons  within  the  tendon  sheath  should  be  performed, 
since  this  is  technically  a difficult  procedure.8-  9 Most 
hand  surgeons  will  in  all  likelihood  obtain  the  best 
results  with  some  form  of  tendon  graft.1"  Staged  tendon 
grafts  utilizing  silastic  rods  for  pseudosheath  formation 
are  generally  accepted,  even  though  there  may  be  some 
disagreement  on  the  specific  indications  for  the  use  of 
silastic  rods. 
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Patients  selected  for  staged  tendon  grafts  had  lacera- 
tions of  both  flexor  tendons  only  or  of  the  profundus 
tendon  in  "no-man’s  land."  For  the  procedure  to  be 
performed  when  only  the  profundus  was  lacerated,  the 
patient  had  to  state  that  motion  at  the  distal  inter- 
phalangeal  joint  was  essential.  Other  indications  were: 
(1)  flexor  tendon  lacerations  in  "no-man’s  land"  that 
were  seen  more  than  six  weeks  post  injury;  (2)  non- 
advanceable  distal  profundus  lacerations;  and  (3)  se- 
vere injuries  involving  soft  tissue,  bones,  and  joints  in 
which  a primary  repair  or  delayed  tendon  graft  ap- 
peared doomed  to  failure. 

Method 

In  the  first  stage  of  the  operation,  a zig-zag  incision 
is  made  in  the  digit  and  distal  palm,  and  the  profundus 
tendon  is  transected  near  its  insertion  leaving  5 to  7 mm 
of  tendon  stump.  A second  transverse  incision  is  made 
on  the  volar  aspect  of  the  distal  forearm,  and  the  ten- 
don is  transected  1 to  2 cm  distal  to  the  musculotendi- 
nous junction.  The  tendon  is  removed,  and  the  proximal 
stump  is  sutured  to  a neighboring  tendon.  This  pre- 
vents shortening,  and  facilitates  location  and  identifica- 
tion during  the  second  stage.  The  sublimus  tendon  is 
retained  when  not  injured.  The  tendon  sheath  is  ex- 
cised in  the  finger,  as  is  the  muscle  belly  of  the  lumbrical 
in  the  palm.  It  may  also  be  necessary  to  remove  exces- 
sive scar  tissue.  The  pulleys  are  retained ; a silastic  rod 
is  placed  beneath  the  pulleys  and  attached  to  the  distal 
profundus  stump.  The  rod  extends  into  the  forearm, 
and  is  not  attached  to  the  proximal  tendon  stump  (Fig- 
ure 1 ).  The  wound  is  closed,  and  a pressure  dressing 
is  applied. 

Eight  weeks  should  pass  before  the  second  stage  is 
performed.  Passive  motion  must  be  worked  on  diligently 
by  the  patient  during  this  period,  and  if  the  passive 
motion  obtained  is  deemed  inadequate,  physical  therapy 
is  continued  until  nearly  normal  passive  motion  is  ob- 
tained. The  second  stage  procedure  is  then  performed. 
Palmaris  longus  or  plantaris  tendons  are  preferred  for 
grafts;  but  if  they  are  absent,  a toe  extensor  may  be 
used.  Incisions  are  made  in  the  healed  scars  of  the  distal 
finger  and  the  wrist  from  the  first  stage.  The  graft  is 
attached  to  the  proximal  tendon  stump,  the  distal  end 
sutured  to  the  silastic  rod,  and  pulled  through  the  pseu- 
dosheath. A drill  hole  is  started  through  the  distal 
phalanx  from  the  palmar  aspect,  and  drilled  through 
the  nail  dorsally.  The  graft  is  drawn  through  the  hole 
and  a metal  clip  placed  through  the  tendon,  thus  secur- 
ing it  dorsal  to  the  nail.11  The  exposed  distal  portion 
of  the  tendon  graft  on  the  dorsal  surface  of  the  finger- 
nail spontaneously  sloughs  during  the  third  postoperative 
week.  Proper  tension  on  the  graft  is  critical.  To  de- 


Figure  1.  Silastic  rod  in  place  beneath  pulleys  after  ex- 
cision of  tendon  and  sheath. 


termine  this,  the  hand  is  placed  in  a relaxed  position 
with  the  wrist  slightly  extended.  In  this  position,  the 
finger  being  operated  on  should  be  flexed  slightly  more 
than  its  neighbors.  This  tension  is  easily  adjusted  by 
moving  the  metal  clip  on  the  distal  end  of  the  tendon 
graft.  A dorsal  splint  is  applied  from  mid-forearm  to 
fingertips. 

The  splint  is  removed  three  weeks  postoperatively. 
Gentle  passive  flexion  and  extension  exercises  are  ini- 
tiated, and  a gradual  transition  to  active  flexion  and 
extension  is  accomplished  over  the  first  three  weeks 
after  the  splint  is  removed.  Vigorous  active  flexion  is 
begun  approximately  six  weeks  postsurgery. 

Results 

Results  were  evaluated  by  two  methods.  First,  the 
degrees  of  motion  at  the  metacarpophalangeal  joint 
(MP),  proximal  interphalangeal  (PIP),  and  distal  in- 
terphalangeal  (DIP)  joint  were  measured  as  shown  in 
Figure  2.  Secondly,  the  functional  result  was  judged 
by  the  relationship  of  the  distal  finger  pulp  to  distal 
palmar  crease  (DPC)  (Figure  3). 

Staged  tendon  grafts  were  performed  in  seven  pa- 
tients with  only  the  profundus  tendon  injured,  and  in 
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Figure  2.  Black  lines  represent  normal  range  of  motion 
for  MP,  PIP,  and  DIP  joints  of  the  finger. 

eight  digits  of  five  patients  with  both  the  sublimus  and 
profundus  tendons  injured.  The  average  age  of  patients 
with  the  profundus  injury  was  20  years ; with  both  ten- 
dons injured  the  average  age  was  31  years.  The  length 
of  followup  ranged  from  7 to  34  months,  with  an 
average  of  1 6. 5 months. 


RELATIOl^OF  PULP  TO  DPC 
I Nl^AXIMAL-FLEXION  k 


Figure  3.  + shows  relationship  of  finger  pulp  to  DPC 
with  maximum  flexion. 

The  active  motion  regained  in  digits  with  both  ten- 
dons injured  was  28°  at  the  DIP  joint,  42°  at  the  PIP 
joint,  and  68°  at  the  MP  joint  (Figure  4).  This  group 
includes  one  complete  failure  in  a patient  who  sus- 
tained a severe  bomb-blast  injury  to  two  digits.  The 
seven  digits  with  the  profundus  injury  regained  44° 
motion  at  the  DIP,  86°  at  the  PIP,  and  90°  at  the  MP 
joints  (Figure  3 ). 

A scattergram  of  the  distance  from  the  distal  finger 
pulp  to  DPC  reveals  the  functional  return  obtained  by 
grafting  (Figure  6).  Patients  with  injury  to  the  pro- 
fundus tendon  only,  had  better  flexion  of  the  finger 
pulp  to  DPC  than  the  patients  with  both  the  profundus 
and  sublimus  tendons  injured. 


MP  PIP  DIP 


Figure  4.  Black  lines  represent  normal  range  of  motion 
of  MP,  PIP,  and  DIP  joints.  Average  post-graft  range 
of  motion  with  injury  of  both  profundus  and  sublimus 
tendons  is  shown  by  shaded  area. 

This  comparison  of  motion  regained  after  grafting 
when  both  flexor  sublimus  and  profundus  tendons  were 
injured,  versus  the  profundus  tendon  injuries,  indicates 
the  desirability  of  retaining  an  intact  sublimus  tendon. 
Those  digits  with  the  sublimus  tendon  intact  had  16°, 
43°,  and  22°  more  motion  at  the  DIP,  PIP,  and  MP 
joints  respectively.  From  this  small  series  it  appears 
that  routine  sacrifice  of  the  sublimus  tendon  in  lacera- 
tions in  "no-man’s  land”  as  advocated  by  Boyes12  de- 
creases the  postgraft  range  of  motion.  Obviously  the 
type,  site,  and  severity  of  the  injury  determine  the  ad- 
visability of  retaining  the  sublimus  tendon. 

The  patient’s  age  has  an  important  bearing  on  the 
final  result.  The  younger  the  patient,  the  greater  the 
return  of  motion.13  Patients  in  this  series  with  the  best 
results  had  only  the  profundus  injured,  and  averaged 
18  years  of  age. 

Discussion 

Obtaining  good  results  in  tendon  repair  work  in 
these  difficult  cases  is  dependent  upon  many  factors; 
only  a few  of  these  factors  can  be  controlled  by  the 
surgeon.  Problems  that  may  be  encountered  are  listed 
in  Table  1. 

Variations  in  wound  healing,  anatomy,  severity  and 
site  of  injury,  pre-injury  joint  motion,  general  hand 
physique,  surgical  technique,  and  patient’s  age  and 
motivation  all  contribute  to  the  final  outcome  in  tendon 
repair. 

Bone  and  joint  deformity,  adhesions,  scar  contractures, 


MP  PIP  DIP 


Figure  5.  Black  lines  represent  normal  range  of  motion 
of  MP,  PIP,  and  DIP  joints.  Average  post-graft  range 
of  motion  when  profundus  tendon  only  injured  is  shown 
by  shaded  area. 
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DPC 


Figure  6.  + represents  profundus  tendon  only  injured; 
O represents  both  profundus  and  sublimus  tendons  injured. 

synovitis,  and  poor  patient  motivation  may  collectively 
or  individually  decrease  passive  motion.  Maximum  cor- 
rection of  all  factors  under  the  surgeon’s  control  in 
order  to  achieve  maximum  passive  motion  must  be  ob- 
tained before  a tendon  graft  is  inserted. 

Adhesions  between  the  tendon  graft  and  immobile 
surrounding  structures  decrease  active  motion.  Some 
hand  surgeons  believe  these  soften  with  time,  but  most 
will  probably  require  tenolysis.  Adhesions  should  be 
allowed  to  mature  at  least  three  months  before  consider- 
ing tenolysis.10  Adhesions  to  the  palmar  fascia,  trans- 
verse carpal  ligament,  or  antebrachial  fascia  are  rela- 
tively immobile;  therefore,  the  proximal  attachment 
must  be  placed  as  far  away  from  these  structures  as 
possible.13-  14  If  this  proves  to  be  impractical,  they  must 
be  excised  in  the  area  of  the  graft  attachment. 

Bowstringing  of  the  graft  and  sheath  may  occur  when 
pulleys  are  absent.  This  may  result  from  a deficient  at- 
tachment of  the  new  sheath  to  the  fibro-osseous  tunnel 


TABLE  I 

COMPLICATIONS 

1.  Failure  to  mobilize  digit 

2.  Adhesions 

3.  Bowstringing 

4.  Failure  of  active  motion  to  equal  passive  motion 

5.  Swan-neck  (recurvatum)  deformities  of  the  PIP  joint 

6.  Disruption  of  the  proximal  or  distal  graft  attach- 
ments 

7.  Loss  of  extension 

8.  Neurologic  deficits 


or  the  periosteum  in  the  digit.  Wearing  a ring  on  the 
finger  may  correct  this  problem.  Problem  cases  require 
the  construction  of  a new  pulley  using  a fascia  lata 
graft. 

Failure  of  active  motion  to  equal  the  full  range  of 
passive  motion  is  common.  Factors  which  can  cause  this 
discrepancy  are  errors  in  graft  length  or  tension  (with 
a possible  lumbrical  plus”  deformity),14'15  muscle 
dysfunction,  adhesions,  bowstringing,  and  inadequate 
exercise.  The  handedness  of  the  patient  and  amount  of 
motion  required  in  his  vocation  or  avocations  bear  di- 
rectly on  the  flexion  regained.  Dynamic  splinting  is 
utilized  to  aid  inadequate  active  motion  in  the  rehabili- 
tation program.  The  formation  of  adhesions  is  due  to 
ingrowth  of  vascular  tissue  to  nourish  the  graft.  In 
some  cases  this  may  be  overabundant.  Satisfactory  mo- 
tion may  occur  at  an  individual  joint,  but  less  than  full 
motion  is  present  when  the  attempt  is  made  to  touch 
the  finger  pulp  to  the  DPC.  In  these  cases,  sufficient 
gliding  function  is  present  for  motion  in  one  joint,  but 
the  tendon  excursion  is  insufficient  for  simultaneous 
maximum  flexion  of  all  joints. 

Patients  with  hypermobile  joints  may  develop  a re- 
curvatum, or  "swan-neck"  deformity,  of  the  PIP  joint 
secondary  to  redundancy  of  the  volar  plate  when  the 
sublimus  is  absent.  Recognizing  this  problem  during 
the  first  stage  may  allow  correction  by:  (1)  plication 
of  the  volar  plate  and  digital  fascia;  (2)  separate  suture 
of  the  fascial  retinacular  system;12  (3)  spanning  the 
joint  with  a long  segment  of  lacerated  sublimus  tendon 
that  is  intact  distally  (this  can  be  done  only  when  the 
injury  is  proximal  to  the  mid-portion  of  the  middle 
phalanx)  ; (4)  performing  a tenodesis  with  a free  slip 
of  lacerated  sublimus;  or  (5)  splinting  in  mild  flexion. 
Recognition  after  the  second  stage  may  require  span- 
ning the  joint  with  a fascia  lata  graft,  or  performing 
one  of  the  above  procedures. 

Disruption  of  the  attachment  of  the  silastic  rod  to 
the  distal  tendon  stump  may  occur.  In  one  patient,  the 
rod  was  found  curled  in  the  palm,  but  it  had  been  in 
place  long  enough  for  pseudosheath  formation.  This 
problem  is  avoided  by  not  attaching  the  silastic  rod  to 
the  proximal  tendon  stump,  and  thereby  eliminating 
tension  on  the  distal  attachment. 

Both  proximal  and  distal  graft  attachments  may  rup- 
ture after  the  second  stage,  but  50  per  cent  of  these 
may  be  salvaged  by  early  recognition.  Avoidance  of  un- 
due tension  early  in  convalescence  will  decrease  the 
frequency  of  this  complication.  The  patient  usually  does 
not  regain  full  extension  of  the  DIP  and  PIP  joints. 
Capsular  contractures,  scar  formation,  inadequate  graft 
length,  and  general  hand  physique  contribute  to  the 
degree  of  flexion  contracture.  Proper  surgical  technique 
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and  postoperative  care  will  aid  in  the  elimination  of 
the  majority  of  contractures.  The  sum  of  less  than  40° 
of  extension  lost  in  the  DIP  and  PIP  joints  in  the  index 
and  long  fingers,  and  less  than  60°  in  the  ring  and  small 
fingers,  while  not  desirable,  is  acceptable.12  This  degree 
of  contracture  will  not  handicap  most  individuals. 

Neurologic  deficits  decrease  the  usefulness  of  the 
digit  even  though  adequate  gliding  function  has  been 
restored.  Digital  nerve  repair  at  the  time  of  injury 
should  be  done  if  possible,  since  this  may  avoid  painful 
neuroma  formation.  Delayed  nerve  repair  in  the  interval 
between  the  first  and  second  stage  in  a patient  attempt- 
ing to  achieve  full  passive  motion  is  not  indicated,  since 
this  would  delay  achievement  of  full  passive  motion. 

Summary 

The  technique  of  pseudosheath  formation  by  silastic 
rods  for  staged  tendon  grafts  is  a useful  procedure  to 
reestablish  motion  in  digits  which  sustain  tendon  in- 
juries in  "no-man’s  land."  The  complications  leading 
to  restriction  of  motion  as  well  as  procedures  which  will 
decrease  them  both  in  number  and  severity  have  been 
discussed.  It  is  desirable  to  retain  an  intact  sublimus 
tendon.  As  Mayer  and  Ransohoff17  pointed  out  in  1936, 
however,  the  creation  of  a new  tendon  sheath  does  not 
substitute  for  an  exacting,  atraumatic  surgical  technique. 
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Total  Knee  Replacement 

A Surgical  Method  of  Treating  the  Arthritic  Knee 


HARRY  G.  KROLL.  M.D.,  Topeka 


Total  joint  replacement  concept  has  proved  so 
successful  in  the  treatment  of  hip  disease,  that  the  same 
principles  of  total  joint  arthroplasty  have  now  been 
applied  with  equal  facility  in  the  treatment  of  arthritis 
in  the  knee  joint. 

Just  as  the  development  of  hip  arthroplasties  evolved 
from  the  proximal  femoral  cup  mold  and  hemiprosthesis, 
so  the  precursor  of  total  knee  implants  was  the  early 
distal  femoral  and  tibial  plateau  arthroplasty.  Historically, 
the  patient  with  rheumatoid  arthritis  who  had  painful, 
swollen  joints  and  progressing  deformity  was  a chal- 
lenge to  physicians  to  relieve  pain  and  restore  function 
to  the  knee.  The  first  successful  knee  arthroplasty  was 
reported  in  the  English  medical  literature  by  Ferguson,1 
in  1861,  when  he  resected  the  knee  joint.  From  1914 
through  1953,  numerous  efforts  at  arthroplasty  of  the 
severe  arthritic  knee  joint  were  attempted,  including  the 
reshaping  of  bone  and  the  interposition  of  tissue  or 
foreign  substances. 

Murphy2  once  (in  1913)  used  fascia  lata  and  fat  for 
a joint  surface;  Putti3  also  used  fascia  later  in  1921,  as 
did  Albee4  in  1928;  Campbell5  tried  prepatellar  bursal 
tissue  in  1921;  but  Baer6  first  tried  non-metallic  foreign 
material  in  1918,  with  chromatized  pig  bladder.  Where- 
as Sampson7  used  cellophane  as  an  interface  layer  in 
1949,  Brown,  McGraw  and  Shaw8  tried  skin  in  1958; 
Kuhns  and  Potter9  utilized  sheets  of  nylon  by  1950.  Un- 
fortunately, none  of  these  efforts  succeeded  until  Smith- 
Petersen  introduced  the  metallic  cup  arthroplasty  of  the 
hip  in  1942.  However,  it  was  not  until  1953  that  a 
distal  femoral  mold  arthroplasty  was  tried  at  the  Massa- 
chusetts General  Hospital,  and  the  results  of  its  use 
in  78  patients  were  reported  by  Jones,  Aufranc,  and 
Kermond  in  1967. 10 

McKeever  designed  a metal  tibial  plateau  implant  in 
the  late  1950s,11  which  was  followed  by  the  more 
widely  accepted  tibial  prosthesis  of  McIntosh  in  1966.12 
The  McIntosh  implant  was  originally  molded  of  acrylic 
similar  to  that  of  Kiaer  and  Jansen  of  Denmark.  In  1969, 
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Platt  and  Pepler  had  reported  the  results  of  arthroplasties 
on  62  knees  treated  with  femoral  mold  prosthesis  in  a 
ten-year  followup  period.13 

In  1947,  an  experimental  acrylic,  hinged  total  knee 
replacement  was  designed  by  Judet,14  and  Magnoni  first 
reported  his  successful  use  of  a total  knee  implant  in 
1949 j5  By  i95i;  Waldius,  of  Sweden,  had  inserted  his 
first  total  knee  prosthesis,  but  redesigned  the  unit  en- 
tirely of  metal  by  1958. 16  The  design  of  other  hinged 
total  knee  devices  followed  in  quick  succession:  Sedden 
in  1952,  Jackson  Burrows  in  1954,  Shires  in  1954, 17 
McAusland  in  1957, 18  Young  in  1963, 19  Fetournel  and 
LaGrange20  also  introduced  their  hinged  total  knee  of 
the  Waldius  type  in  1973. 

Once  the  hazards  of  joint  sepsis  and  the  loosening  of 
the  devices  was  overcome,  total  knee  arthroplasty  was 
destined  to  become  an  established  procedure. 

Current  total  knee  implants  number  over  20  vari- 
ations but  are  basically  of  three  types,  including  the 
several  modifications  now  widely  accepted:  Waldius  or 
hinged  joint;  geometric;  and  the  polycentric  or  modular 
knee.  The  design  of  these  implants  embodies  certain 
mechanical  features  requisite  to  adequate  arthroplasty  as 
follows:  the  possession  of  rotatory  and  lateral  stability; 
the  preservation  of  collateral  and  cruciate  ligaments;  the 
minimal  removal  of  bone  for  the  fitting  of  a prosthesis 
which  is  readily  inserted;  provision  of  a range  of  motion 
approaching  90° ; and  utilization  of  materials  for  the 
implants  which  are  physiologically  acceptable  to  the 
body  with  a minimal  degree  of  wear.  With  these  criteria 
in  mind,  the  concept  of  a geometric  knee  was  introduced 
by  Coventry,  Finerman,  Riley,  Turner  and  Upshaw.21 

The  geometric  knee  implant  provides  a metal-to-plastic 
articulating  surface,  with  the  metal  alloy  replacing  the 
joint  surface  of  the  femoral  condyles,  while  polyethylene 
replaces  the  tibial  plateau.  These  two  condylar  surfaces 
of  the  implant  are  joined  by  an  intercondylar  bar.  The 
element  replacing  the  two  tibial  plateaus  consists  of  a 
single  high-density  polyethylene  track  of  U-shaped  de- 
sign, allowing  for  the  presence  of  the  cruciate  ligaments. 
The  matching  articular  surfaces  have  a functional  and 
anatomical  design  to  provide  a full  range  of  motion 
and  joint  stability.  The  implants  in  turn  are  embedded 
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in  a cement  of  methyl  methacrylate  for  fixation  to  the 
cancellous  bony  structure.  Under  these  circumstances  the 
integrity  of  the  knee  joint  has  been  reestablished. 

An  alternative  form  of  total  knee  implant  is  the 
polycentric  prosthesis,  which  is  similarly  utilized  for 
the  arthritic  knee.  Peterson  and  Bryan22  adapted  and 
modified  the  Gunston23  implant  of  1969,  which  is 
basically  two  elements:  a femoral  component  of  two 
half-circle  discs  designated  as  runners  and  inserted  into 
the  respective  femoral  condyles,  and  two  high  density 
polyethylene  tracks  placed  in  parallel  slots  in  the  tibial 
plateaus.  The  matching  metal  and  plastic  elements  are 
embedded  in  methyl  methacrylate  cement  for  fixation 
to  the  bony  surfaces  of  the  femur  and  tibia  for  the 
restoration  of  joint  function.  It  is  obvious  that  the 
implants  similarly  necessitate  retention  of  ligamentous 
structures  for  joint  stability,  as  do  the  geometric  im- 
plants. 

Should  the  patient  have  an  arthritic  joint  which 
exhibits  rather  advanced  destructive  changes  of  the 
joint  with  loss  of  ligamentous  stability,  then  the  alterna- 
tive fitting  of  a hinged-type  stem  prosthesis,  or  even 
an  arthrodesis,  of  the  knee  may  be  indicated. 

With  the  mechanics  of  total  knee  arthroplasty  now 
considered,  the  clinical  evaluation  for  proper  selection 
of  a patient  needs  to  be  emphasized.  Although  the 
technique  of  total  joint  arthroplasty  was  originally  de-y 
^degenerative  arthritis  represent  a greater  percentage  of 
vsigned  for  the  rheumatoid  arthritic  patient,  those  with 
patients  who  have  benefited  from  a total  knee  arthro- 
plasty. The  patient  who  is  50  years  in  age  or  older,  who 
has  a painfully  disabling  knee,  with  or  without  some 
limited  motion  but  with  some  ligamentous  stability,  and 
no  evidence  of  previous  joint  infections  should  be  con- 
sidered for  total  knee  arthroplasty. 

The  patient  is  usually  hospitalized  several  days  prior 
to  surgery  for  complete  medical  evaluation,  and  also  to 
enable  the  physiotherapist  to  acquaint  him  with  a range 
of  motion-exercise  routines,  including  isometrics,  to  be 
used  postoperatively.  Routine  x-rays  of  the  knee  should 
be  available,  plus  anterior-posterior  views  of  both  knees 
in  the  standing  posture,  to  provide  an  accurate  determi- 
nation of  the  degree  of  valgus  or  varus  that  may  re- 
quire correction  at  the  time  of  surgery.  Although  a 
valgus  or  varus  deformity  of  15  to  23°  may  be  corrected 
at  the  time  of  arthroplasty,  any  deformity  of  greater 
severity  can  be  corrected  more  readily  with  a high  tibial 
osteotomy  as  a separate  procedure  prior  to  an  arthro- 
plasty. Once  the  osteotomy  has  healed,  then  the  pre- 
scribed total  knee  arthroplasty  can  be  accomplished 
several  months  later. 

On  the  day  of  surgery  these  patients  receive  intra- 


venous antibiotics,  followed  by  oral  antibiotics  one  week 
postoperatively;  a dose  of  500  cc  Dextran-40  in  glucose 
daily  is  repeated  for  three  successive  postoperative  days. 
The  latter  medication  is  considered  a prophylactic 
thrombo-embolic  phenomenon,  although  the  incidence 
of  embolic  problems  in  total  knees  appears  to  be  less 
than  in  total  hips. 

The  operated  extremity  receives  an  application  of 
Betadine  skin  preparation  for  three  days  prior  to  surgery 
and  again  in  the  operating  room  at  the  time  of  surgery. 
The  leg  is  exsanguinated  with  an  Esmarch  bandage  and 
ischemia  is  maintained  with  a pneumatic  tourniquet.  The 
skin  incision  is  a long  gradually  medial  parapatellar  in- 
cision to  prevent  skin  or  marginal  necrosis,  and  is  carried 
down  through  the  fascia,  quadriceps  mechanism,  capsule, 
and  synovia  to  the  joint.  The  patella  is  reflected  laterally 
and  disclocated,  providing  excellent  exposure  for  the 
entire  knee  joint  with  the  knee  acutely  flexed  at  60°. 
After  removal  of  redundant  synovia  from  about  the  joint, 
a femoral  guide  is  inserted  for  the  initial  osteotomy  fol- 
lowed by  insertion  of  a template,  depending  upon  which 
variety  of  total  knee  implant  is  utilized,  i.e.,  geometric 
or  polycentric.  Once  the  femoral  osteotomies  are  com- 
pleted and  the  femoral  components  fitted,  attention  is 
directed  to  the  fitting  of  tibial  implants,  where  oste- 
otomies are  again  completed  and  tracks  or  runners  are 
inserted  for  proper  fit.  Once  all  of  the  implants  fit 
properly,  they  are  reinserted  and  embedded  in  a mix  of 
methyl  methacrylate  for  fixation  to  the  bony  structures. 
Elpon  completion  of  the  arthroplasty  and  removal  of 
any  excess  cement  from  the  joint,  suction  drainage  tube 
is  inserted  and  wound  closure  completed  meticulously  in 
layers.  A Robert  Jones  compression  dressing,  comprising 
a large  roll  of  fluff  cotton,  extends  from  the  ankle  to  the 
groin,  and  incorporation  of  a posterior  plaster  splint 
suffices  for  postoperative  immobilization  of  the  knee  for 
five  days. 

The  extremity  is  suspended  in  a Thomas  splint  or 
Hodgson-style  splint,  isometric  exercises  begun,  and 
patient  is  mobilized  in  a wheelchair  daily.  After  the 
fifth  day  the  compression  dressings  are  removed,  knee 
motion  begun  with  supervision  from  physiotherapy,  and 
a Pierson  attachment,  as  a knee  exerciser,  is  added  to 
the  splint.  It  is  at  this  stage  of  convalescence  that  the 
patient  is  encouraged  to  achieve  a 90°  range  of  knee 
motion  with  a vigorous  active  and  passive  exercise  pro- 
gram. 

If  there  is  considerable  stiffness  or  lack  of  adequate 
joint  motion  during  the  first  10  to  14  days  following 
surgery,  knee  manipulation  under  anesthesia  may  be  ad- 
visable. Within  six  to  eight  weeks  following  surgery, 
the  patient  becomes  fully  ambulatory  with  the  use  of 
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a cane  or  walker,  and  has  achieved  approximately  a 90° 
range  of  knee  motion. 

Long-term  results  of  total  knee  arthroplasty  are  not 
yet  available  due  to  the  relatively  brief  period  in  which 
this  procedure  has  been  utilized,  but  it  is  hoped  that 
the  total  knee  arthroplasty  continues  to  provide  a pain- 
less and  functioning  knee  joint  over  a period  of  many 
years  for  these  patients. 

Summary 

The  concept  of  total  knee  arthroplasty  has  been  pre- 
sented, including  a brief  review  of  its  historical  de- 
velopment. The  patient  with  a painful  and  poorly 
functioning  arthritic  knee  is  considered  a candidate  for 
total  knee  arthroplasty,  and  the  operative  procedure  is 
described.  A vigorous  postoperative  exercise  regimen  is 
prescibed  for  the  patient  to  achieve  a 90°  range  of 
motion  and  to  provide  an  adequately  painless,  function- 
ing knee. 
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Carcinoma  of  the  Pancreas 


A Program  for  Increasing  Survival 


L.  J.  HUMPHREY,  M.D.,  Ph.D.  and 

G.  V.  HARTMAN,  M.D.,  Kansas  City,  Kansas 


Statistics  show  that  the  incidence  of  carcinoma  of  the 
pancreas  is  increasing  at  almost  epidemic  rates,  com- 
pared to  previous  incidence  figures.1  Explanations  for 
this  rise  may  rest  in  part  in  the  exciting  work  with 
carcinogens  under  way  in  the  laboratory  of  Reddy  and 
Svoboda.2  However,  until  the  carcinogenic  agents  in 
man’s  environment  can  be  identified,  attempts  must  be 
made  to  increase  the  current  poor  survival  rate. 

The  purpose  of  this  communication  is  to  report  our 
experience  with  immunotherapy  in  combination  with 
radiation  therapy  in  the  treatment  of  incurable  carcinoma 
of  the  pancreas. 

Methods 

Patients  with  incurable  carcinoma  of  the  pancreas 
without  jaundice,  ascites,  or  inanition  have  been  included 
in  this  series.  Most  patients  had  presented  to  their  phy- 
sician with  jaundice  (a  bypass  procedure  had  relieved 
their  jaundice).  After  careful  evaluation,  the  patients 
were  entered  into  the  combined  immunotherapy-radiation 
therapy  program.  All  of  the  radiation  therapy  was 
delivered  with  megavoltage  equipment.  The  first  six 
patients  received  4500-5000  rads  to  the  pancreas  over 
41/2  to  5 weeks,  followed  immediately  by  8 weeks  of 
immunotherapy,  utilizing  Vaccine  I as  described  below, 
with  the  exchange  of  white  blood  cells  (WBC)  at  the 
conclusion  of  vaccine  injections.  During  the  past  two 
years,  patients  have  received  5000  rads  radiation  therapy 
to  the  pancreas  in  a split  dose  program  with  immuno- 
therapy as  follows:  3000  rads  during  weeks  1,  2 and  3; 
Vaccine  II  weeks  4,  5,  6 and  7 ; 2000  rads  during  weeks  8 
and  9;  and  Vaccine  II  weeks  10,  11,  12  and  13-  The 
patients  are  followed  for  disappearance  of  a mass,  if 
present,  and  for  survival. 

Vaccine  I and  II  were  prepared  as  described  pre- 
viously.3 In  brief,  Vaccine  I is  prepared  by  mincing 
cancer  tissue  removed  at  surgery  or  autopsy,  homogeniz- 
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ing  the  material,  followed  by  freezing  and  thawing  three 
times.  Vaccine  II  is  prepared  by  further  processing  Vac- 
cine I,  which  is  centrifuged  at  102,000  x g for  75  min- 
utes. This  supernatant  is  concentrated  and  frozen  until 
ready  for  use.  Both  of  these  vaccines  have  been  given 
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bination with  radiation  therapy  in  the  treat- 
ment of  incurable  carcinoma  of  the  pan- 
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intradermally  and  subcutaneously  in  either  of  the  anterior 
thighs,  as  one-milliliter  weekly  injections,  for  a total  of 
eight  injections. 

Results 

No  untoward  effects  have  been  observed  from  either 
program  of  radiation  therapy,  from  vaccine  injection, 
or  from  exchange  of  WBC. 

Eleven  patients  have  been  treated  in  our  second 
grams.  Six  patients  received  Vaccine  I,  plus  exchange  of 
WBC  after  4500-5000  rads  to  the  pancreas.  The  four 
patients  who  lived  at  least  one  month  after  exchange 
of  WBC  survived  an  average  of  18  months.  In  two  of 
the  patients,  a palpable  pancreatic  mass  disappeared 
after  completing  the  combined  therapy. 

Seventeen  patients  have  been  treated  in  our  second 
program,  consisting  of  a split  course  of  radiation  therapy 
and  injection  of  Vaccine  II  without  exchange  of  WBC 
(Table  1) . The  first  patient  died  of  a pulmonary  em- 
bolus two  months  after  treatment.  Of  the  remaining 
ten  patients,  four  are  alive  at  5,  9,  9 and  10  months  since 
entering  the  program.  From  Table  l,  it  can  be  seen  that 
the  remaining  six  patients  died  2 to  5 months  after 
treatment,  with  only  one  patient  surviving  to  complete 
the  program. 

Discussion 

Palliative  treatment  for  carcinoma  of  the  pancreas 
over  the  years  has  not  increased  survival  for  the  patient, 
e.°.,  survival  following  bypass  averages  6.6  months.4 
Data  obtained  from  the  unselected  programs  herein 
described  show  an  improvement  over  these  figures.  I ur- 
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TABLE  I 

SURVIVAL  OF  PATIENTS  WITH  CARCINOMA 
OF  THE  PANCREAS  TREATED  BY  RADIATION 
THERAPY  AND  IMMUNOTHERAPY 

Patient  Therapy  Survival  in  Months* 

1. 

17t 

2. 

CO60  + VI  + Exchange 

13 

3. 

29t 

4. 

CO60  + VI  + Exchange 

24 

5. 

3 

6. 

CO60  + VI  + Exchange 

3 

7. 

5 

8. 

Split  course  CO00  with  VII 

9* 

9. 

10* 

10. 

5* 

11. 

9* 

12. 

4 

13. 

Split  course  CO60  with  VII 

2 

14. 

Split  course  CO60  with  VII 

5 

15. 

2 

16. 

Split  course  CO60  with  VII 

3 

17. 

Split  course  CO60  with  VII 

2 

* Survival  from  time  of  biopsy  proved  diagnosis  to  death. 

t Pancreatic  mass  disappeared  after  therapy. 

* Still  living. 

VI  = Vaccine  one.  VII  = Vaccine  two. 

thermore,  the  recent  report  of  Haslam  and  co-workers5 
indicates  increased  survival  by  utilizing  radiation  therapy 
with  5-fluorouracil.  With  the  advent  of  megavoltage  ra- 
diation therapy,  it  became  feasible  to  use  radiation  as  an 
adjunct  to  help  control  pain  and  delay  the  development 
of  regional  tumor  spread. 

While  the  number  of  patients  in  our  series  is  small, 
the  greater  survival  in  patients  receiving  radiation 
therapy  over  four  consecutive  weeks,  and  exchange  of 
WBC  in  addition  to  vaccine  injection,  has  prompted 
us  to  start  a third  program  currently  being  utilized  at 
Kansas  University  Medical  Center.  Credence  is  given 
to  the  greater  effectiveness  of  immunotherapy  utilizing 
exchanges  by  the  report  of  Sterchi  et  al.,e  in  which 
melanoma  patients  receiving  WBC  exchanges  as  well 
as  vaccine  injections  had  a much  greater  response  rate 
(50%)  compared  to  those  receiving  vaccine  alone 
(17%). 

Survival  for  that  small  group  of  patients  with  car- 
cinoma of  the  pancreas  undergoing  curative  resection, 
as  well  as  those  proved  to  be  non-resectable,  can  be 
significantly  increased  by  aggressive  surgery  in  combi- 
nation with  adjunctive  therapy.  This  approach  has  pro- 
duced significant  gains  in  survival  in  other  cancers,  such 
as  rhabdomyosarcoma  of  children.7 

Therefore,  we  have  initiated  a program  at  KUMC 
for  all  patients  with  carcinoma  of  the  pancreas  as  fol- 


lows: (1)  either  resection  or  bypass  procedure;  (2) 
4000  to  5000  rads  radiation  therapy  to  the  pancreas; 

(3)  immunotherapy  consisting  of  Vaccine  II  injections 
for  4 to  8 weeks  concluded  by  exchange  of  WBC;  and 

(4)  500  mg  FU  by  mouth  beginning  with  radiation 
therapy  and  continuing  weekly  for  an  indefinite  period. 
Whether  operated  on  at  KUMC  or  elsewhere,  all  pa- 
tients will  be  accepted  for  this  program. 

Summary 

Experience  with  17  patients  with  incurable  carcinoma 
of  the  pancreas  treated  by  radiation  therapy  and  im- 
munotherapy is  described.  Results  observed  have 
prompted  a program  at  KUMC  of  aggressive  surgery, 
radiation  therapy,  immunotherapy,  and  long-term  chemo- 
therapy. Optimism  for  significant  palliation  and  survival 
for  these  patients  with  curable  and  incurable  pancreatic 
carcinoma  is  warranted. 
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Emergency  Cardiac  Surgery 

Ventricular  Septal  Defect  and  Ventricular  Aneurysm 
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Complications  of  acute  myocardial  infarction  include 
perforation  of  the  interventricular  septum  and  asso- 
ciated development  of  a left  ventricular  aneurysm.  The 
clinical  features  of  these  anatomic  complications  of 
acute  myocardial  infarction  have  been  the  source  of 
several  recent  reviews.1-3  Reports  of  successful  repair 
of  these  defects  several  weeks  after  the  acute  infarction 
are  numerous.  However,  successful  surgical  repair  of 
a ruptured  interventricular  septum  within  three  to  four 
weeks  following  an  acute  myocardial  infarction  is  still 
infrequently  reported.  Wanderman,  et  al .4  recently  re- 
ported successful  repair  of  an  interventricular  septal 
defect  nine  days  following  acute  myocardial  infarction 
in  a 71 -year-old  woman.  More  recently,  Graham,  et  al.z 
reviewed  their  experience  with  1 2 cases  operated  upon 
within  5.4  days  (average)  following  occurrence  of  ven- 
tricular septal  defect  (VSD)  complicating  acute  myo- 
cardial infarction.  They  reported  a 50  per  cent  mortality 
within  the  operative  period,  and  50  per  cent  survivors 
from  8 to  54  months.  We  have  successfully  treated 
such  a patient  with  survival  currently  into  the  37th 
month. 

Case  Report 

A 64-year-old  man  was  admitted  to  the  hospital 
on  January  4,  1971,  with  an  acute  antero-lateral  myo- 
cardial infarction,  and  recovered  uneventfully  to  be  dis- 
charged on  January  23,  1971.  On  February  6,  1971, 
he  was  again  admitted  to  the  hospital  with  severe  lower 
anterior  chest  pain.  The  electrocardiogram  revealed  an 
extensive  acute  anterior  infarction,  and  during  the  next 
few  days  he  had  a significant  rise  in  the  SGOT,  CPK, 
and  LDH  isoenzymes.  No  heart  murmur  was  present 
on  admission,  but  on  the  next  day  a grade  4/6  pansys- 
tolic  murmur  and  thrill  was  noted  at  the  lower-left 
sternal  border.  The  patient  subsequently  developed  con- 
gestive heart  failure  with  pulmonary  edema.  He  was 
treated  with  Lanoxin  and  Furosemide,  and  his  condi- 
tion slowly  improved.  The  murmur  persisted  and  was 
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considered  to  represent  acute  rupture  of  the  ventricular 
septum.  By  February  17,  1971,  he  was  somewhat  im- 
proved and  was  being  slowly  ambulated.  The  heart 
murmur  had  increased  in  intensity  to  5/6.  On  February 
19,  1971,  his  condition  began  to  deteriorate.  He  became 
tachypneic  and  again  developed  cervical  venous  dis- 
tention, sinus  tachycardia,  and  a gallop  rhythm.  The 
liver  was  palpable  3 cm  below  the  right  costal  margin, 
and  there  were  bilateral  pulmonary  rales.  The  chest 
x-ray  showed  diffuse  pulmonary  edema.  The  patient’s 
condition  remained  precarious.  On  February  21  and  22, 
episodes  of  ventricular  fibrillation  were  successfully  de- 
fibrillated  and  the  patient  resuscitated.  Following  this, 
he  required  Isuprel  intravenously  to  maintain  a blood 
pressure  in  the  range  of  80/60.  At  this  time,  the  BUN 
was  83  mg/ 100  ml,  and  the  patient  became  jaundiced 
with  a serum  bilirubin  of  3.7  mg/ 100  ml.  The  chest 
x-ray  continued  to  reveal  intense  pulmonary  edema. 
The  patient  became  mentally  lethargic  and  confused; 
his  abdomen  was  distended,  with  hypoactive  bowel 
sounds.  Despite  intensive  medical  management,  he  re- 
mained in  a state  of  chronic  shock  and  refractory  con- 
gestive heart  failure. 

On  March  3,  1971,  cardiac  catheterization  was  car- 
ried out  and  a large  left  to  right  shunt  at  the  ventricular 
level  was  demonstrated  by  oximetric  data  and  by  left 
ventriculography.  The  left  ventriculogram  also  demon- 
strated a ventricular  aneurysm  in  the  posterolateral  wall. 
The  systolic  pressure  in  the  pulmonary  artery  was  55  mm 
of  mercury,  and  the  central  venous  pressure  (CVP)  re- 
vealed a mean  value  of  25  mm  Hg.  Selective  coronary 
arteriography  demonstrated  a complete  occlusion  of  the 
anterior  descending  branch  of  the  left  coronary  artery, 
2 cm  distal  to  its  origin.  The  left  circumflex  coronary 
artery  revealed  plaque  formation,  but  no  significant  areas 
of  stenosis.  The  right  coronary  artery  appeared  to  be 
essentially  normal.  The  patient  was  moved  from  the 
cardiac  catheterization  laboratory  to  the  operating  room. 
At  surgery,  the  aneurysm  and  surrounding  infarcted 
muscle  of  the  ventricular  wall  was  excised.  The  ven- 
tricular septal  defect  was  closed  with  a dacron  patch. 
The  ventricle  was  closed  by  direct  suture  utilizing  sup- 
porting teflon  pledgets.  The  patient  was  doing  well  at 
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this  point,  when  it  was  noted  that  a thrill  was  still 
palpable  over  the  ventricular  septum.  The  right  ven- 
tricle was  then  opened  and  another  dacron  patch  sewed 
onto  the  ventricular  septum  from  the  right  ventricular 
side.  The  right  ventricular  was  then  closed.  Immediately 
after  surgery,  the  patient  awakened  promptly.  He  main- 
tained a blood  pressure  in  the  range  of  120/70.  The 
CVP  immediately  after  surgery  was  10  cm  of  water. 
The  urinary  output  was  normal.  Subsequently,  his  post- 
operative course  was  uneventful  and  he  was  discharged 
from  the  hospital  on  the  17th  postoperative  day. 

Since  that  time,  the  patient  has  been  followed  on  an 
outpatient  basis  and  has  gradually  resumed  normal  ac- 
tivity. Until  24  months  postoperatively,  he  remained 
symptom  free.  During  the  next  12  months,  he  experi- 
enced occasional  angina  and  had  some  limitation  of 
exercise  tolerance,  although  recently  was  able  to  walk 
several  blocks  without  symptoms,  carrying  a grocery 
sack.  On  recent  examination  in  March  1974,  no  evi- 
dence of  heart  murmur,  gallop  rhythm,  or  cardiomegaly 
was  detected.  His  chest  x-ray  revealed  a normal  heart 
size  and  normal  pulmonary  vascularity. 

Discussion 

The  clinical  picture  of  rupture  of  the  interventricular 
septum  complicating  acute  myocardial  infarction  has 
been  well  described  in  several  recent  reports.  It  includes 
the  sudden  appearance  of  a harsh  holosystolic  murmur, 
located  from  the  left  sternal  border  to  the  apex  and 
frequently  associated  with  a thrill.  This  usually  occurs 
within  the  first  few  days  after  the  acute  infarction, 
averaging  3.4  days  in  one  series,3  and  2.6  days  in 
another.2  The  clinical  status  of  the  patient  is  worsened 
promptly  in  the  vast  majority  of  cases  with  develop- 
ment of  heart  failure  or  shock.  Despite  intensive  medi- 
cal management,  24  per  cent  of  patients  do  not  survive 
the  first  24  hours,  and  85  per  cent  die  within  the  first 
two  months.5  Acute  papillary  muscle  rupture  may  pre- 
sent with  similar,  if  not  identical,  findings  as  was 
stressed  by  Selzer,  et  al ,,2  and  must  be  differentiated. 

Acute  septal  rupture  apparently  occurs  in  up  to  2 per 
cent  of  all  patients  dying  of  acute  myocardial  infarc- 
tion,3 and  is  associated  with  a high  incidence  of  ven- 
tricular aneurysm  formation.  It  seems  to  occur  about 
equally  in  anterior  and  posterior  infarctions.  Hemody- 
namic study  may  need  to  be  carried  out  promptly  if 
the  patient’s  status  is  worsening,  and  should  include 
both  left  ventricular  angiography  and  coronary  arteriog- 
raphy. Bedside  diagnosis  of  acute  VSD  can  be  obtained 
utilizing  Swan-Ganz  catheterization,6  and  serves  to  dis- 
tinguish this  entity  from  acute  papillary  muscle  rupture 
of  the  mitral  valve.  Occasionally,  patients  will  stabilize 
with  good  medical  management,  and  long-term  survivors 


have  been  reported  with  medical  treatment  alone.2' 7 
The  majority,  however,  will  require  surgical  interven- 
tion after  appropriate  study,  as  indicated  above.  Opera- 
tive mortality  is  highest  in  those  cases  operated  within 
the  first  three  to  four  weeks,  but  the  survival  rate  is 
improving  as  techniques  become  more  standardized.  This 
is  indicated  by  the  Graham  series3  (cited  above)  and  by 
Buckley,  et  al.,8  who  reported  an  average  survival  of  14 
months  in  four  of  five  cases  operated  within  ten  days 
of  the  acute  infarction.  Most  surgeons  now  stress  im- 
portance of  a left  ventricular  approach  with  closure  of 
the  shunt  and  resection  of  the  akinetic  or  aneurysmal 
area  of  the  infarction.3’ 6>  8 The  utilization  of  teflon 
or  dacron  patches  for  closure  of  the  septal  defect  along 
with  teflon  buttressed  sutures  is  emphasized  and  was 
the  technique  utilized  in  the  present  case.  Survival 
definitely  is  enhanced  by  resection  of  akinetic  or  aneu- 
rysmal segments  and  probably  relates  to  the  residual 
ventricular  function,  since  the  major  cause  of  death 
postoperatively  is  heart  failure.3  In  patients  who  can 
be  maintained  with  medical  management,  surgery  may 
be  unnecessary  or  may  be  postponed  for  six  to  eight 
weeks,  at  which  time  operative  risk  is  reduced.  A key 
point  in  the  clinical  management  is  recognizing  when 
the  patient’s  course  becomes  intractable  to  medical 
treatment.  The  majority  of  those  with  large  defects  and 
severe  impairment  die  within  the  first  day,  as  emphasized 
by  Selzer.2  The  remaining  patients  may  decline  initially 
only  to  stabilize  under  medical  treatment.  Inability  to 
maintain  clinical  stability  may  occur  at  any  time  within 
the  first  few  weeks,  as  indicated  by  various  reports  and 
by  this  case,  in  which  operation  was  performed  on  the 
24th  day  following  rupture.  Once  progressive  failure 
or  shock  develop,  surgical  intervention  should  be  con- 
templated immediately. 

Summary 

A 64-year-old  man  developed  a ruptured  interven- 
tricular septum  following  an  acute  myocardial  infarc- 
tion. On  the  24th  day  following  development  of  the 
VSD,  he  was  operated  upon  in  a near-moribund  state, 
and  the  septal  defect  was  closed  along  with  resection 
of  an  associated  ventricular  aneurysm.  The  patient  is 
alive  37  months  after  surgery.  In  addition  to  the  case 
summary,  a brief  review  of  the  clinical  features  of  this 
condition  and  indications  for  surgery  are  presented. 
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It  was  my  pleasure  to  appear  before  the  Kansas  Demo- 
cratic Party  Platform  Committee,  where  I recommended 
the  following  items. 

Minority  Students 

An  inequity  which  I do  not  consider  fair  is  the  discrim- 
ination against  the  students  who  have  the  scholastic  ability 
to  be  admitted  to  medical  school,  in  favor  of  the  minority 
groups.  I do  not  believe  that  our  medical  schools  should 
be  forced  to  lower  their  standards  for  admission  of  minor- 
ities to  medical  schools.  This  last  year,  the  Class  of  1974, 
16  minority  students  were  admitted — only  a small  per- 
centage of  them  being  Kansas  residents.  I am  sure  that 
the  quota  could  have  been  filled  by  Kansas  minorities  if 
they  were  identified  and  encouraged  at  the  high  school 
level.  To  lower  the  standard  of  medicine  in  order  to  allow 
more  minority  group  persons  who  do  not  possess  the  apti- 
tude to  be  trained,  can  actually  be  dangerous  to  the  pa- 
tients they  will  eventually  care  for.  Further,  if  such  a 
program  as  I will  propose  to  the  Democratic  Platform 
Committee  should  become  a reality,  it  then  would  become 
the  obligation  of  the  practicing  physicians  of  Kansas  to 
single  out  these  potential  candidates  in  high  school,  and 
encourage  them  toward  professional  careers.  I am  sure  that 
if  the  legislature  saw  fit,  there  could  be  compensatory  pro- 
grams for  premedical  minority  students  who  have  the 
aptitude  and  who,  if  given  help  during  their  college  careers, 
could  and  would  meet  the  high  scolastic  requirements  for 
medical  school,  and  would  be  admitted  for  their  scholastic 
excellency  rather  than  on  the  basis  of  second-class  stu- 
dents. If  this  and  a second  funding  proposal  which  I shall 
recommend  later  would  become  a reality,  these  minority 
students  would  be  picked  in  Kansas,  trained  in  Kansas  by 
being  given  money  to  go  through  school,  and  would  serve 
the  minority  groups  in  this  state.  We  have  a real  need  in 
the  state  of  Kansas  for  the  minority  doctors  and  so  far,  to 
my  knowledge,  there  has  been  no  other  state  or  government 
support  for  such  a program. 

Funding  for  Medical  Students 

At  the  present  time  under  a federal  law,  we  have  pro- 
grams in  which  medical  students  who  do  not  have  sufficient 
funding  can  make  application  and  be  funded  by  the  federal 
government  for  their  entire  medical  school  career.  The 
problem  being,  in  order  to  pay  off  their  federal  loans,  they 
have  to  agree  to  serve  in  deprived  areas  following  their 
training,  their  loans  being  forgiven  over  a period  of  three 
or  four  years.  I would  further  propose  to  Kansas  Legis- 
lature and  to  the  Democratic  Platform  Committee,  that  the 
state  of  Kansas  make  available  to  the  Kansas  students 
funds  under  similar  conditions,  so  that  these  students  could 
choose  voluntarily  which  funds  they  wish  to  take,  and  if 
they  took  Kansas  funds  they  would  be  required  to  pay  off 
these  loans  under  the  same  obligations  as  the  federal  funds, 
except  that  it  would  be  in  the  state  of  Kansas  where  they 
would  do  their  services. 


Malpractice 

In  a more  recent  survey  done  in  California,  it  was  esti- 
mated that  at  least  a dollar  and  a halt  of  each  office  call 
was  necessary  to  pay  for  the  malpractice  insurance  the 
doctor  carries.  And  it  is  also  estimated — only  an  estimate — 
in  other  surveys,  that  a minimum  of  $100  of  hospitaliza- 
tion is  used  for  the  same  reason.  This  being  more  than  the 
usual  lab  tests  and  any  number  of  x-rays — it  may  result  in 
an  extra  stay  in  the  hospital  just  to  cover  the  doctor  in 
case  of  a malpractice  suit.  If  this  is  true,  and  I don’t  know 
how  many  admissions  we  have  in  Kansas,  but  if  you  figure 
that  against  all  the  admissions  in  emergency  rooms  where 
patients  have  x-rays  to  protect  the  doctor  basically,  this 
amounts  to  an  astronomical  sum  which,  if  malpractice  laws 
could  be  written  in  Kansas  on  a no-fault  basis,  a tremen- 
dous medical  saving  could  be  accomplished. 

Usual  and  Customary  Payments  for  W'elfare  Recipients 
of  Medical  Care 

I suggest  that  the  usual  and  customary  fees  for  Medicare 
recipients  should  be  part  of  this  platform.  This  is  not  for 
the  purpose  of  making  the  doctors  richer,  but  to  remove 
the  welfare  recipients  and  Title  XIX  patients  from  the 
class  of  second  class  citizens.  Usual  and  customary  fees  are 
primarily  for  the  patient’s  benefits,  so  that  the  doctors  will 
see  them  and  take  care  of  them. 

Highway  Safety  Act 

It  is  my  opinion  that  the  Kansas  Medical  Society  would 
recommend  evaluations  of  hospitals  with  reference  to 
emergency  rooms,  and  this  evaluation  be  posted  at  all 
major  exits  from  the  freeways  as  to  the  standing  of  the 
community  hospitals.  This  is  something  that  Dr.  McSwain, 
of  KUMC,  last  year  was  lobbying  for  in  the  legislature, 
and  I am  sure  that  the  doctors  in  Kansas  would  not  op- 
pose this. 
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COMMENT 


To  the  Ladies 


In  case  you  haven’t  noticed  (and  it  would  be  well  to 
maintain  a judicious  silence  if  you  haven't),  the 
Woman’s  Auxiliary  to  the  Kansas  Medical  Society  is 
marking  the  50th  anniversary  of  its  existence,  a mile- 
stone the  ladies  are  more  pleased  to  record  in  their  cor- 
porate state  than  any  of  the  individual  member  would 
be  in  her  personal  life.  However,  it  is  a fact  that  age 
lends  a veneration  to  organizations  since  organizational 
age  indicates  success  of  purpose  and  service,  whereas  in- 
dividual age  tends  to  herald  an  incipient  or  incumbent 
senility  reflecting  merely  an  innate  (and  depressing) 
physiology. 

There  may  be  some  benighted  physicians  who  pre- 
sume that  the  prime  motivation  of  such  organizations  is 
social — and  there  is  no  doubt  that  the  Woman’s  Auxil- 
iary enjoys  a healthy  social  activity,  but  the  ladies  have 
long  since  left  behind  the  struggle  to  decide  the  color 
scheme  of  the  table  decorations  or  the  status  to  be 
acquired  by  their  appearance  at  a social  function.  The 
services  they  have  come  to  render  cover  the  entire 
gamut  of  medical  interest.  They  have  been  a strong  force 
in  the  AMA-ERF  effort  to  resolve  some  of  the  financial 
problems  of  medical  education.  They  have  worked  ef- 
fectively, both  financially  and  ideologically,  in  the 
political  arena.  They  have  taken  a logical  and  effective 
lead  in  community  health,  in  health  education,  and  in 
implementation  of  essential  health  services. 

Success  can  be  self-obscuring  as  it  is  absorbed  into  the 
homogeneity  of  the  total  effort,  and  perhaps  this  is  one 
reason  we  rely  on  the  recognition  of  a specified  time  of 
service  to  remind  ourselves  of  the  relative  values  of  the 
components  of  that  effort.  We  think,  of  course,  that  con- 
sidering its  size  and  problems,  the  Kansas  Medical  Soci- 
ety has  served  its  members,  its  patients,  and  the  cause  of 
organized  medicine  well  over  the  years.  It  deserves  to  be 
noted,  however,  that  the  Woman’s  Auxiliary  holds  a rec- 
ord at  least  equivalent  if  not  superior  to  that  of  the 
primary  organization.  The  state  and  regional  groups  and 
individual  members  have  gained  national  recognition  for 


their  efforts.  Even  this  recognition  could  be  accorded  a 
deprecating  or  patronizing  attitude  if  the  substance  of 
their  programs  was  trivial  or  the  busy-work  type  often 
associated  with  organizations  whose  reason  for  being  is 
the  existence  of  some  other  organization.  But  the  Aux- 
iliary left  that  organizational  adolescence  behind  some 
time  ago.  In  its  maturity,  its  efforts  range  from  the 
practicality  of  money-raising  to  the  visionary  (but  edu- 
cationally practical)  effort  such  as  the  conference  on 
the  Young  Family  ’74.  One  need  only  consider  for  a 
moment  those  things  promoting  the  welfare  of  the  pa- 
tients of  Kansas  which  would  not  get  done  if  the  Aux- 
iliary were  not  on  hand  to  do  them.  Undoubtedly,  they 
have  matched  the  Society  by  developing  some  intramural 
hassles  too  but,  if  so,  they  are  more  adept  at  hiding 
them. 

The  concept  of  a woman’s  auxiliary  to  a predominantly 
male  organization  is  probably  anathema  to  the  ardent 
promoters  of  women’s  rights.  After  all,  how  can  you 
be  more  degraded  or  oppressed  than  to  have  your  reason 
for  being  reside  in  a subordinated  status?  This  deplorable 
condition  seems  to  have  escaped  the  ladies  (perhaps  be- 
cause they  have  been  too  busy  doing  jobs  that  need 
doing).  They  seem  to  have  the  debased  notion  that  the 
social,  professional,  and  domestic  circumstance  of  their 
husbands’  efforts  offers  a worthy  and  meaningful  oppor- 
tunity for  them  to  accomplish  things  to  support  and 
advance  those  efforts.  They  fail  to  see  that  the  benefits 
to  the  community  through  their  health  education  and 
services,  the  appreciation  and  respect  they  inspire  in 
their  husbands  is  really  a bitter  price  to  pay  for  the 
tragic  loss  of  their  identities  and  a blatant  device  of  a 
male-dominated  profession  to  keep  them  in  their  sub- 
jugated roles.  Any  satisfaction  they  may  receive,  any 
feeling  of  accomplishment  amounts  to  no  more  than 
corrupting  bribery  to  accept  their  inferiority.  One  can 
only  feel  a sense  of  wonderment  that  such  oppressed 
vassals  can  do  such  a remarkably  good  job. 

Perhaps  the  success  of  the  Woman’s  Auxiliary  lies 
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not  so  much  in  their  organizational  efficiency  or  their 
conviction  of  the  value  of  their  work  as  in  certain  quali- 
ties to  be  found  in  the  wives  of  physicians.  It  is  not 
altogether  clear  whether  these  qualities  are  a dominant 
feature  in  their  choosing  to  marry  physicians,  or  some 
latent  characteristics  which  develop  under  the  stress  of 
that  difficult  role.  In  other  words,  does  a certain  type 
of  woman  marry  the  physician,  or  does  she  become  a 
certain  type  of  woman  as  she  is  progressively  confronted 
with  the  unique  demands  she  has  unwittingly  acquired? 
True,  today  more  than  ever  before,  the  wife  is  the  pri- 
mary provider  until  the  embryonic  physician  is  delivered, 
but  this  is  not  unique.  This  is  a social  trend  which 
is  reflected  in  numerous  disciplines  requiring  long  aca- 
demic preparation.  True  as  well,  that  this  cooperative 
attitude  would  bring  a logical  fruition  in  a continuing 
melding  of  the  effort  after  the  physician  becomes  estab- 
lished. 

But  the  Society-Auxiliary  relationship  represents  a 
great  many  other  combinations  of  circumstance,  and  the 
only  answer  is  that  something  inherent  in  the  wife  ac- 
counts for  an  uncommon  intensity  of  purpose,  not  just 
in  auxiliary  efforts  but  in  the  success  of  the  medical 
marriage.  There  is  probably  no  marriage  which  demands 
so  much  of  a woman.  She  must  have  the  maturity  to 
accept  the  unrelenting  demands  on  her  husband — not 
only  her  personal  deprivations  but  the  added  home-front 
responsibilities  she  inherits  by  default.  She  must  have 
the  emotional  stamina  to  withstand  the  psychological 
vagaries  of  this  individual  who  considers  himself  the 
most  reasonable,  equable — and  essential — of  men.  She 
must  combine  a resilient  independence  with  a realistic 
execution  of  a shadowed  role.  She  must  be  a buffer  and 
a surrogate,  a confidante  of  unimpeachable  integrity  in 
the  face  of  social  pressures.  And  she  must  learn  to  be 
at  peace  with  herself  as  each  new  day  brings  new  revela- 
tions that  the  simple  vows  she  took  have  committed  her 
to  a life  of  domestic,  social,  and  ethical  relationships  she 
dreamt  not  of. 

It  is  little  wonder  that  such  unions  are  not  always 
successful,  and  it  should  be  recognized  that  those  that 
are,  owe  much  more  to  the  strength  of  the  wife  than 
that  of  the  husband.  It  is  not  surprising,  then,  that  when 
these  wives  decide  to  direct  their  resources  and  energies 
toward  programs  of  service  to  their  husbands  and  the 
community,  success  is  a certainty.  And  that  the  happy 
relationship  that  exists  between  the  Medical  Society  and 
the  Woman’s  Auxiliary  owes  more  to  the  distaff  side. 

So  we  extend  congratulations  to  the  ladies  of  the 
Auxiliary.  We  thank  them  specifically  and  categorically 
for  their  efforts  and  their  accomplishments.  The  gesture 
just  may  surprise  them,  being  unaccustomed,  as  they  are, 
to  getting  proper  credit  for  being  what  they  are. — D.E.G. 
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Outreach  Program 

Another  thing  that  was  discussed  was  the  Outreach  Pro- 
gram of  residencies  in  Kansas.  It  is  the  considered  opinion 
of  the  Kansas  Medical  Society  that  the  passage  of  the  bill 
allowing  $10,000  for  new  residencies  performed  through- 
out the  state,  and  $2,500  for  existing  residencies  and  pay 
for  these  residents,  was  one  of  the  best  laws  we  have  had 
in  a long  time.  We  would  further  encourage  the  legislature 
to  dwell  on  this  subject  and  encourage  towns  and  cities  in 
the  outlying  areas  to  participate  in  this  program. 

Another  Reorganization  in  State  Government 

The  State  Board  of  Health  is  one  of  those  agencies  that 
was  reorganized.  I served  on  that  board  for  seven  years, 
many  years  as  chairman.  It  is  my  opinion — and  I believe 
a majority  of  the  doctors  of  Kansas — that  while  many  pro- 
grams are  founded  under  the  State  Board  of  Health,  the 
preventive  programs  they  espouse  in  most  cases  should  be 
in  some  manner  worked  out  so  that  therapy  becomes  a 
method  of  prevention.  And  on  a cost  accounting  basis,  I 
honestly  believe  that  there  are  a number  of  programs  that 
if  funded  through  doctors’  offices  would  actually  be  more 
beneficial  to  the  patient.  If  a cost  accounting  system  were 
developed  on  all  the  present  functions  done  by  local  boards 
of  health — and  boards  of  health  to  do  only  the  things  re- 
quiring special  expertise  not  found  in  the  private  sectors  of 
medicine,  or  which  are  too  expensive  to  be  done  in  the 
private  sectors  of  medicine— the  cost  accounting  system 
would  eventually  prove  the  above.  Then  these  things  which 
can  be  done  more  cheaply  in  private  offices  should  be 
farmed  out  to  these  offices  to  be  done,  and  be  paid  for  by 
the  state.  Many  of  the  laboratory  functions  presently  per- 
formed by  the  state  government  could,  I am  sure,  be  done 
as  cheaply  or  more  so  if  done  in  private  laboratories.  I 
have  discussed  this  particular  matter  with  Dwight  Metzler, 
the  newly  appointed  Director  of  the  Kansas  Department  of 
Health  and  Environment.  I am  sure,  with  encouragement 
from  the  legislature,  he  would  be  more  than  willing  to  do 
just  this  thing. 

Director  of  Department  of  Social  Welfare 

The  doctors  of  Kansas  would  like  to  be  assured  that  the 
Director  of  the  Department  of  Social  Welfare  must  bar- 
gain in  good  faith  with  the  private  sector  of  medicine  for 
medical  care  for  welfare  recipients.  And  if  funds  are  not 
available,  limiting  services  to  top-priority  cases  for  which 
the  money  is  provided,  the  services  should  become  the  re- 
sponsibility of  county  commissioners.  This  would  be  a 
check  agent,  and  could  accomplish  the  following:  (1)  the 
number  of  welfare  cases  would  be  limited;  (2)  not  more 
could  be  accepted  than  the  department  had  the  money  to 
pay  for;  (3)  doctors  in  the  past  have  donated  millions  of 
dollars  to  the  needy  of  Kansas  before  welfare  became  a 
fact;  without  being  forced  by  bureaucracy,  they  could  do 
so  again,  if  necessary. 

Wichita  State  University  Branch 

The  Kansas  Medical  Society  supports  the  ongoing  pro- 
grams for  the  expansion  of  the  medical  school,  with  em- 
phasis on  the  Wichita  State  University  Branch.  We  sup- 
port the  acceleration  of  the  program  in  Wichita. 

Governor’ s Advisory  Committee 

Lastly,  we  suggest  and  support  that  the  governor  seek 


an  advisory  committee  from  the  private  sector  of  medicine 
on  public  health,  welfare,  and  environment. 

President 


Emergency  Cardiac  Surgery 
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4.  Wanderman,  K.  L. ; Levy,  J.  and  Stern,  S.:  Perforation 
of  the  interventricular  septum  in  a 71-year-old  woman;  suc- 
cessful repair  nine  days  following  acute  myocardial  infarction. 
Chest  63:632-634,  1973. 
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AMA  House  of  Delegates 

( Continued  from  page  14) 

Reconstructive  Surgery  to  the  "Section  on  Plastic,  Re- 
constructive, and  Maxillofacial  Surgery.” 

—Stipulated  that  Board  reports  nominating  members 
of  the  Council  on  Medical  Education  contain  a break- 
down of  current  members’  status  to  ensure  a proper 
balance  between  fulltime  educators  and  private  prac- 
titioners. 

— Rejected  a proposal  that  AMA  delegates  be  chosen 
by  popular  election  within  their  respective  state  medical 
associations. 

— Adopted  a substitute  resolution  calling  upon  the 
AMA  to  recognize  "brain  death”  as  one  of  the  various 
criteria  by  which  death  may  be  medically  diagnosed. 


Supplied:  Tablets:  0.025  mg.,  0.05  mg..  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded  in  bottles  of  100,  500,  and  1000. 
Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10 ml.  single-dose 
vial,  with  5 ml.  vial  of  Sodium  Chloride  Injection, 
U.S.P.as  a diluent. 


Synthroid-Tj. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES:  INC 
Deerfield.  Illinois  600T5 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respiration 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  this 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evidenced 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should  be 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcerative 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  may 


Therapeutic  comparisons 

in  peptic  ulcer. 


\ntadds  have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 

Pro-Banthine'  has  four. 

irand  of  .11.  1 .1 

Dropanthehne  bromide 


Antacids: 

\ntacids  relieve  ulcer  pain  by  neutralizing  gastric 
icid.This  action  is  relatively  short-lived  and  they  have 
10  other  mode  of  action. 

^ro-Banthine: 

^ ro-Banthine  suppresses  gastric  acid 
secretion.  The  antisecretory  properties  of 
^ro-Banthine  are  well  established.  By  effectively 
docking  vagotonic  impulses  Pro-Banthlne  suppresses 
jastric  secretion  to  reduce  both  total  and  free  acid. 

D ro-Banthine  helps  relieve  pain. 

-’ro-Banthlne  relieves  ulcer  pain  by  reducing  gastric 
secretion  and  the  motility  and  spasm  of  the 
gastrointestinal  tract. 


Pro-Banthine  reduces  acidify  without 
subsequent  acid  rebound. The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthine  activity  lasts  about  six  hours. 
The  effect  of  a single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours!  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8 to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

'Innes,  I.  R.,and  Nickerson,  M.,in  Goodman,  L.  S.,  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.4.  New  York,  The  Macmillan  Company, 
1970,  p.537 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


occur  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
adverse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
insomnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
tion, impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dosage  for  adult 
oral  therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
quent adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
made. 

Pro-Banthine  P. A.— Each  tablet  of  Pro-Banthine  RA.  (propantheline 
bromide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-BanthTne  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthlne  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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Dialogue 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country J 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihoo 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person-  i 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


Is  le  a Source  of  Information? 

Yes,  with  certain  reservations. 
T a average  sales  representative 
h ; a great  fund  of  information 
aput  the  drug  products  he  is  re- 
s pnsible  for.  He  is  usually  able  to 
a ;wer  most  questions  fully  and 
ir  =11  igently.  He  can  also  supply 
irints  of  articles  that  contain  a 
at  deal  of  information.  Here, 

, I exercise  some  caution.  I usu- 
/ accept  most  of  the  statements 
j opinions  that  I find  in  the 
aers  and  studies  which  come 
m the  larger  teaching  facilities. 
;oes  without  saying  that  a physi- 
n should  also  rely  on  other 
jrces  for  his  information  on 
jparmacology. 


T *ining  of  Sales  Representatives 

Ideally,  a candidate  for  the 
p sition  as  a sales  representative 
:a  pharmaceutical  company 
5 du Id  be  a graduate  pharmacist 
/ o has  a questioning  mind.  I don’t 
I nkthis  is  possible  in  every  case, 

\ d so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
thatthe  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  orderto  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


: pacity  they  are  indeed  useful; 
qrticularly  in  the  fact  that  they 
inseminate  broadly  based  educa- 
!mal  material  and  serve  not  just 
: “pushers”  of  their  drugs. 

e Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
I companies  are  not  producing  all 
Is  material  as  a labor  of  love  — 
by  are  in  the  business  of  selling 
oducts  for  profit.  In  this  regard 
je  ambitious  and  improperly  moti- 
ved sales  representative  can 
ert  a negative  influence  on  the 
lacticing  physician,  both  by  pre- 
nting  a one-sided  picture  of  his 
oduct,  and  by  encouraging  the 
actitioner  to  depend  too  heavily 
) drugs  for  his  total  therapy.  In 
ese  ways,  the  salesman  has  often 
started  objective  reality  and 
idermined  his  potential  role  as  an 
lucator. 

ie  Industry  Responsibility 

Since  the  detail  man  must  be 
i information  resource  as  well  as 
representative  of  his  particular 
narmaceutical  company,  he 
lould  be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


The  more  physicians 
consider  the  hemodynamics  ol 
lowering  blood  pressure... 


tained?  And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern  — in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


the more  physicians  rely 
on  this  unique 
antihypertensive 


TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHYLDOPfl ! MSD) 

smoothly  lowers  blood  pressure 

For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu- 
allymaintained  with  no  cardiac 
acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo- 
merular filtration  rate,  or  fil- 
tration fraction.  And  ALDOMET 
usually  does  not  cause  sympto- 
matic postural  or  exercise 
hypotension. 


Contraindications  include  active 
hepatic  disease  and  known  sen- 
sitivity to  the  drug.  Use  with 
caution  in  patients  with  a history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a positive  Coombs  test,  hemo- 
lytic anemia,  and  liver  disorders 
may  occur  with  methyldopa  ther- 
apy. The  rare  occurrences  of  he- 
molytic anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum- 
mary of  prescribing  information. 


In  most  cases  of  sustained  moderate  hypertension 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re- 
ported. These  hepatic  changes  may  represent  hy- 
persensitivity reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur- 
ing the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyl- 
dopa should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  Xl^e-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
“black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co..  INC., 
West  Point.  Pa.  19486 


“Required 

Reading’’ 

For  Your 

Hypertensive 

Patients 


Because  of  the  importance  of 
patient  motivation,  Merck 
Sharp  & Dohme  offers  “High 
Blood  Pressure,”  a concise, 
pocket-sized  booklet  that 
defines  the  patient’s  own  role 
in  the  management  of  hyper- 
tension. This  booklet  is  avail- 
able for  you  to  give  to  your 
patients.  It  is  designed  to 
reinforce  your  explanation  of 
hypertension  and  it  emphasizes 
the  importance  of  patient 
understanding  in  adhering  to 
the  regimen  you  prescribe. 

Please  ask  your  Merck  Sharp  & 
Dohme  Professional  Represen- 
tative or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a supply 
of  this  booklet. 
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Join  our 
worldwide 
clinic. 


Perhaps  you’ve  always  wanted  to 
practice  in  an  overseas  clinic  where 
you  could  see  something  of  the 
world.  We  can  help. 

As  a physician  in  the  Air  Force  you’ll 
have  a chance  to  practice  anywhere  in 
the  world,  from  Washington  to 
London  to  Bangkok.  You  will  have 
time  to  learn  more  about  the  area, 
with  30  days  paid  vacation  each 
year,  free  travel,  reasonable  hours 
and  a good  salary. 

Your  medical  practice  will  be  in  mod- 
ern facilities,  where  you  will  be  assisted 
by  a highly-qualified  staff  of  nurses, 
dieticians,  therapists  and  administrators. 

Positions  are  available  in  primary  health  care 
delivery,  all  major  specialities,  hospital  direc- 
torships and  medical  research. 

If  you  find  the  prospect  of  joining  an  Air  Force  Clinic  exciting, 
check  out  all  the  facts  on  Air  Force  health  care  and  mail  this 
coupon  now. 


Please  send  me  more  information  on  the  Air  Force 
Physician  Program.  I understand  there  is  no  obligation. 

AIR  FORCE  MEDICAL  PLACEMENT 
1734  E.  63rd  St.  Suite  110 
Kansas  City,  Mo.  64110 


NAME 


CITY 


ZIP  PHONE 

World  Wide  Health  Care  Air  Force 


tDj 


PARENTS’  GUIDE  TO  ALLERGY  IN  CHIL- 
DREN, by  Claude  A.  Frazier,  M.D.  Doubleday  & 
Co.,  Inc.,  New  York.  1973.  338  pages.  $7.95. 

Claude  Frazier  has  a way  of  describing  and  explaining 
allergic  diseases  which  makes  them  seem  so  simple.  In 
this,  his  most  recent  publication,  he  uses  words  and 
phrases  easily  understood  by  everyone,  including  the 
children  he  is  describing. 

Subjects  covered  start  with  "Allergy — a Panoramic 
View,”  and  move  through  a description  of  the  charac- 
teristics of  allergic  patients  and  their  families,  a discus- 
sion of  their  allergic  diseases,  to  giving  information 
w'hich  mother  and  the  physician  can  use  to  relieve  the 
patient.  Each  chapter  is  then  summarized  in  a few  short 
sentences,  numbered  for  special  emphasis.  The  book  ends 
with  a very  complete  subject  index. 

All  who  have  attempted  to  explain  allergic  diseases 
to  the  parents  of  a sneezing,  wheezing  or  scratching 
child,  should  welcome  this  aid  to  explaining  these  prob- 
lems to  anxious  parents. — R.E  B. 

QUESTIONS  AND  ANSWERS  ON  CONTACT 
LENS  PRACTICE,  2nd  Edition,  by  Jack  Hartstein, 
M.D.  The  C.  V.  Mosby  Company,  St.  Louis.  1973. 
254  pages.  $12.75. 

It  is  always  interesting  and  embarrassing  reviewing 
the  second  edition  of  a book  to  learn  what  you  have 
forgotten  after  reading  the  first.  Such  was  the  case  when 
this  reviewer  had  the  opportunity  to  read  Dr.  Jack  Hart- 
stein’s  latest  edition  on  contact  lens  work.  He  is  widely 
known  for  his  experience  with  contact  lenses  and  in  this 
book  has  maintained  the  interesting  format  of  questions 
with  answers.  The  publishers  have  tried  to  maintain  the 
book  at  approximately  the  same  size  as  the  last.  They 
have  done  this  with  the  use  of  smaller  print  and  more 
lines  to  the  page  which,  fortunately,  has  not  affected  its 
readability.  There  are  two  new  chapters  in  the  book 
which  are  mentioned  in  the  preface.  The  first  one  is 
about  the  control  of  myopia  with  contact  lenses.  This 
reviewer  personally  feels  that  it  is  a detraction  to  have 
included  and  given  this  material  the  weight  of  a full 
chapter  heading  when  the  chapter  is  devoted  primarily 
to  the  definition  of  myopia  and  is  only  two  pages  long. 
The  theories  presented  under  this  controversial  title  are 


not  substantiated  with  references.  It  is  suggested  the 
author  change  the  title  to  correspond  to  the  others — the 
use  of  contact  lenses  in  other  refractive  errors — or  com- 
plete the  chapter.  The  second  new  area  concerns  the 
hydrophilic  lenses.  It  describes  in  detail  their  develop- 
ment and  manufacture,  however,  fitting  and  followup 
techniques  would  have  to  be  gleaned  from  other  chap- 
ters in  this  book  or  from  information  supplied  by  the 
manufacturer  of  those  particular  lenses. 

There  is  a better  chapter  on  the  use  of  keratometric 
methods,  in  that  more  modalities  for  measuring  the 
front  surface  of  the  cornea  are  described.  The  second 
edition  describes  in  more  detail  the  variety  of  solutions 
used  with  the  care,  sterilization,  and  protection  of  the 
eye.  A larger  appendix  helps  in  the  ready  reference  1 
to  tables  and  terminology. 

Missing  are  the  "complications  to  contact  lens  wear.” 
Although  intermittently  covered  under  other  titles,  a 
reference  book  on  contact  lens  practice  should  include  it 
separately. 

The  most  interesting  section  is  on  the  use  of  soft 
lenses  in  the  condition  of  keratoconus.  This  obviously 
must  still  be  experimental,  since  neither  the  Bausch  and 
Lomb  or  Griffin  lens  have  been  released  for  use  in  this 
type  of  condition.  The  contact  lens  practitioner  should 
have  one  or  the  other  editions  in  his  library,  since  they 
serve  as  a good  reference  to  affirm  basic  fitting  tech- 
niques. For  that  reason,  they  are  especially  good  for 
residents  and  contact  lens  technicians  in  training. 
— F.RA. 

THE  CARBO-CALORIE  DIET,  by  Donald  S.  Mart. 
Doubleday  & Co.,  Inc.,  New  York,  1973.  114  pages. 
$.95. 

This  volume  claims  to  have  solved  the  secret  of  diet- 
ing by  introducing  a new  unit  called  the  carbo-calorie, 
which  is  derived  by  a mathematical  formula  conceived 
by  the  author.  A long  list  of  food  and  beverages,  in- 
cluding alcoholic  beverages,  are  given  a numerical  value 
for  a designated  serving  or  volume,  and  by  limiting  the 
total  food  intake  to  100  carbo-calories  a day,  weight 
loss  is  said  to  be  a certainty.  It  would  seem  more  com- 
plicated to  learn  a new  system  than  to  use  16  calorie 

f Continued  on  page  25  ) 
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AGGRESSION  IN  CHILDREN 

"If  you  believe  there’s  a link  between  cigarette  smok- 
ig  and  cancer,  then  you  probably  ought  to  believe  there  s 

link  between  watching  TV  violence  and  human  ag- 
ression.’’ 

That  is  the  "cautious  conclusion”  of  a communications 
searcher  writing  about  the  effect  of  televised  violence 
n children  in  a recent  issue  of  News  & Comment,  the 
lonthly  membership  publication  of  the  American  Acad- 
my  of  Pediatrics. 

Noting  that  "violence  in  our  society  is  becoming  a 
lajor  health  problem,”  Randall  P.  Harrison,  Ph.D., 
aid  that  "the  average  American  child  between  the  ages 
f five  and  15  sees  some  13,400  human  beings  destroyed 
n his  television  screen.  In  growing  up,  the  typical  child 
pends  as  much  time  with  television  as  he  does  in  our 
ducational  system.  He  spends  more  of  his  waking  hours 
/atching  TV  than  in  any  other  single  activity.” 

Does  the  viewing  of  this  much  violence  cause  ag- 
;ressive  behavior  in  children  ? Dr.  Harrison  said  the 
esearch  indicates  it  does. 

Referring  to  studies  done  under  the  auspices  of  the 
J.  S.  Surgeon  General  in  1969-1970,  Dr.  Harrison  said 
hat  "again  and  again,  even  small  doses  of  violence 
ed  to  measurable  increases  in  antisocial  behavior.  These 
■ffects  were  not  limited  to  a few  children.  They  were 
lot  limited  to  children  who  were  disturbed  or  abnormal. 
The  effects  can  be  demonstrated  in  children  you  see 
:very  day.” 

In  another  study  referred  to  by  Dr.  Harrison,  re- 
;earchers  went  back  and  studied  the  same  children  ten 
bears  after  they  had  participated  in  a study  of  televised 
violence  in  the  third  grade. 

"The  research  design  is  complex,”  Dr.  Harrison  said, 
'but  it  appears  that  there  is  a causal  link  between  the 
amount  of  TV  violence  a child  sees  at  eight  or  nine  and 
the  aggressiveness  he  exhibits  at  18  or  19.  In  short,  if 
your  eight-year-old  watches  lots  of  TV  violence,  you  can 
predict — better  than  chance — that  you’ll  shape  him  into 
an  aggressive  adult.” 

Dr.  Harrison  urged  further  research  into  the  effects  of 
TV  violence,  and  urged  the  Academy’s  members  to  be- 
come actively  involved  in  dealing  with  the  problem  of 
TV  and  aggression.  "While  television  is  by  no  means 
the  only,  or  even  the  major,  factor  contributing  to  strife 
in  our  society,  it  is  a factor  about  which  we  now  know 
a great  deal.  Hopefully,  as  we  learn  more  we  can  in- 
creasingly use  this  great  communication  resource  in  a 
way  which  will  build  healthier  children  and  happier 
human  beings,”  Dr.  Harrison  concluded. 


Deformity  Appliances 
of  Quality 


Orthopedic  and  Surgical  Appliances 

Artificial  Limbs 
Trusses 

Abdominal 
Supports 

Elastic 
Hosiery 

Foot 

Supports 

Surgical 
Corsets 


P.  W.  HAN1CKE  MFG.  CO, 

1009  McGee  St.  VI  2-4750 

KANSAS  CITY,  MO. 


NEEDED  IMMEDIATELY 

Aspermont,  Texas,  Hospital  District  needs 
two  Family  Practitioners  to  serve  Stone- 
wall, Kent,  and  King  counties  in  West 
Central  Texas. 

Facilities  Available:  Nine-year-old  mod- 
ern clinic,  with  25-bed  hospital,  Medicare 
approved,  including  the  following:  x-ray 
equipment,  laboratory,  surgical  facilities, 
obstetrical  facilities,  heart  monitor  and 
defibrillator.  Office  space  provided. 
Attractions:  Quiet  rural  area  living,  in  the 
heart  of  Texas  bird  hunting,  good  fishing, 
outdoor  recreation  facilities,  class  A mod- 
ern school  system,  adequate  business  dis- 
trict with  modern  restaurants  and  motei. 
Social  and  study  clubs  for  men  and 
women. 

Supplement  or  guarantee  negotiable  with 
Hospital  Board  of  Directors  for  right  ap- 
plicant. 

Contact  Dalton  Gill,  Box  549,  Aspermont, 
Texas  79502.  Phone  (817)  989-3355  or 
(8 1 7)  989-29 1 0 for  application  information. 


Taylor  Back  Brae® 
Made  to  Order  in 
Our  Own  Factory 


What’s  on  youi 
patient’s  face... 

may  be  more  important  than 
his  chief  complaint 


Patient  ET.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  ET.*  seen  on 
6/ 12/67,  seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,Nutley,  N.J 


rhe  lesions  on  his  face 
are  solar/actinic— 
so-called  "senile”  keratoses... 
and  they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
lsually  can  be  identified  by  the  following  characteris- 
ics.  The  typical  lesion  is  flat  or  slightly  elevated,  of  a 
)rownish  or  reddish  color,  papular,  dry,  rough,  adherent 
ind  sharply  defined.  They  commonly  occur  as  multiple 
esions,  chiefly  on  the  exposed  portions  of  the  skin. 

Sequence  of  therapy- 
selectivity  of  response 

After  several  days  of  therapy  with  Ef  udex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
this  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

rreatment  with  Efudex  provides  highly  favorable  cos- 
netic  results.  Incidence  of  scarring  is  low.  This  is  par- 
ticularly important  with  multiple  facial  lesions.  Efudex 
should  be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesions 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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KANSAS  STATE  DEPARTMENT  OF  HEALTH 

TOPEKA,  KANSAS 

Epidemiology  & Disease  Control  Services— Registration  & Health  Statistics  Services — Kansas  Morbidity  Incidence 

Summary  of  Cases  Reported  in  October,  1973  and  1972 


Diseases  1973 


Amebiasis  3 

Aseptic  meningitis  — 

Brucellosis  2 


Diphtheria 

Encephalitis,  prim.,  infect. 
Encephalitis,  post-infect. 


Gonorrhea  790 

Hepatitis,  infectious 45 

Measles  (Rubeola)  — 

Meningococcal  meningitis  2 

Mumps 17 

Pertussis — 

Poliomyelitis  

Rheumatic  fever  5 

Rubella  (German  Measles)  — 

Salmonellosis  34 

Scarlet  fever  — 

Shigellosis  13 

Streptococcal  infections 656 

Syphilis  119 

Tinea  capitis 11 

Tuberculosis  10 

Tularemia  — 

Typhoid  fever 


October  ] anuary-October  Inclusive 


1972 

3-Year 

Median 

1969-1973 

1973 

1972 

5-Year 

Median 

1969-1973 

3 

3 

20 

32 

20 

20 

3 

4 

31 

12 

— 

— 

2 

1 

1 

— 

— 

11 

8 

11 

1 

— 

2 

8 

2 

736 

719 

6,800 

7,055 

6,233 

32 

32 

462 

431 

431 

10 

1 

17 

37 

37 

1 

1 

12 

16 

15 

22 

17 

805 

686 

686 

— 

— 

6 

8 

8 

— 

— 

38 

1 

4 

— 

— 

62 

196 

62 

69 

34 

268 

374 

268 

5 

3 

28 

36 

36 

43 

34 

227 

446 

227 

471 

471 

7,713 

4,977 

4,095 

89 

119 

990 

1,079 

1,162 

4 

4 

26 

25 

26 

14 

14 

152 

167 

167 

2 

— 

1 

6 

3 

— 

— 

4 

3 

— 

TO  ALL  MEMBERS  OF  THE  KANSAS  MEDICAL  SOCIETY 

This  is  a reminder  that  the  Fall  House  of  Delegates  meeting  will  be  on  Sunday, 
November  3,  1974,  the  time  and  place  to  be  announced  later.  Due  to  the  lack  of  time, 
the  only  resolutions  to  be  considered  at  this  meeting  will  be  those  dealing  with  legis- 
lative matters  or  those  considered  urgent.  All  others  will  be  held  over  until  the  Annual 
Session  in  May. 

In  order  to  give  the  members  a chance  to  study  the  issues  prior  to  the  meeting,  the 
resolutions  should  be  submitted  to  the  Kansas  Medical  Society  office  before  October  15, 
1974. 


Clair  C.  Conard,  M.D.,  Speaker 


SEPTEMBER,  1974 
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Book  Reviews 

( Continued  from  page  20 ) 

points  for  a 1,200  calorie  diet,  as  is  given  in  the  Kansas 
Diet  Manual.  So  far  as  this  volume  being  the  panacea 
for  obesity,  one  must  remember  that  literally  thousands 
of  diets  have  been  proposed  but  not  followed  more  than 
a very  short  time;  that  the  average  dieter  soon  loses 
interest  unless  he  or  she  has  tremendous  incentive  or 
persistence  or  repeated  counseling  with  a physician, 
dietician,  or  an  organization  dedicated  to  dieting.  The 
latter  could  be  very  efficient,  just  as  Alcoholics  Anony- 
mous have  helped  many  alcoholics. 

Dedication  to  achieve  the  weight  loss  desired  and 
to  maintain  a proper  weight  level  is  the  hallmark  of 
success,  whether  the  diet  be  carbo-calorie,  calorie  count- 
ing or  other,  but,  please,  not  crash  diets,  which  are  so 
commonly  found  in  the  lay  press. — G.W.H. 

CURRENT  SURGICAL  DIAGNOSIS  AND 
TREATMENT,  12th  Edition,  J.  Englebert  Dunphy, 
M.D.  and  Lawrence  W.  Way,  M.D.  Lange  Medical 
Publications,  Los  Altos,  Cal.,  1973.  1,108  pages. 
$14.00. 

This  soft-bound  book  of  1,108  pages  appears  to  be 
the  surgical  companion  of  the  Current  Diagnosis  and 
Treatment  of  the  same  publishers.  It  is  written  by 
some  62  contributors,  of  whom  all  but  a few  are  mem- 
bers of  the  faculty  of  the  University  of  California  School 
of  Medicine  at  San  Francisco. 

This  book  is  intended  to  be  useful  to  both  medical 
students  and  practicing  surgeons,  and  should  fulfill  this 
hope.  The  first  chapters  deal  with  general  surgical  princi- 
ples— the  approach  to  the  patient  (taking  a history  and 
doing  a physical  examination),  preoperative  and  post- 
operative care,  complications,  special  medical  problems 
encountered  in  surgical  patients,  a discussion  of  perti- 
nent legal  medicine,  principles  of  radiation  therapy  and 
nuclear  medicine,  wound  healing,  surgical  infections, 
fluid  and  electrolyte  therapy,  anesthesia  principles,  shock, 
etc.  Later  there  are  chapters  devoted  to  specific  diseases 
or  regions  or  systems. 

This  reviewer  was  really  impressed  by  the  selection  of 
significant  material,  presented  without  a lot  of  "padding,” 
and  the  practical  and  concise  way  in  which  it  was  given. 
It  is  written  to  be  useful  as  problems  are  actually  en- 
countered, "making  do”  with  what  is  available  or 
practical,  and  recognizing  that  for  some  situations  it  is 
not  possible,  for  example,  to  take  a complete  history  or 
do  a complete  examination,  or  have  full  laboratory  or 
radiological  studies,  and  that  at  times  one  must  settle 
for  less  than  optimal  conditions,  procedures,  and  equip- 
ment. 


Basic  principles,  basic  pathological  physiology,  and 
pathological  anatomy  are  emphasized;  appropriate  useful 
diagnostic  procedures  and  tests  are  given  in  required 
detail;  but  operative  technique  is  not  an  objective  and  is 
not  included. 

In  short,  the  editors  have  done  an  excellent  job  of 
making  a comprehensive  presentation  of  an  enormous 
subject  in  one  volume,  at  the  same  time  (and  necessarily) 
eliminating  chaff  to  keep  the  length  within  reason. 
Most  of  it  is  good  reading,  and  the  rest  is  good 
reference  material.  It  should  be  useful  to  many  people 
for  what  it  is — a workable  summary  of  surgical  di- 
agnosis and  treatment — but  should  not  be  regarded  as 
a replacement  for  all  surgical  texts  and  journals. — O.R.C. 


Mastectomy 

Prostheses 

Body  weight 
balanced.  Extends 
into  the 
underarm. 

Careful  fitting 
our  specialty 

1121  Grand  Ave. 
Kansas  City,  Mo.  64106 
221-0206 


Journal  on  Microfilm 

Microfilmed  copies  of  current  as 
well  as  all  back  issues  of  the  Jour- 
nal are  available  through  University 
Microfilm  Services,  a subsidiary  of 
Xerox  Corporation.  The  35  mm  film 
fits  all  standard  viewers  and  provides 
the  Journal  in  miniature  at  a savings 
on  binding  and  storage  costs.  Write 
for  information  or  send  orders  direct 
to  University  Microfilm  Services,  300 
North  Zeeb  Road,  Ann  Arbor,  Mich- 
igan 48106. 
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CLASSIFIED  ADVERTISEMENTS 

Family  Practitioners  to  join  established  group  in  Ottawa, 
Kansas,  a college  town  of  12,000  population,  40  miles  south 
of  Kansas  City.  New  hospital  and  medical  building.  Call  or 
write:  Robert  A.  Collier  II,  M.D.,  1320  S.  Ash,  Ottawa, 
Kansas  66067  (913-242-1620). 

Professional  Offices  in  Topeka:  Boswell  Building,  1919 

West  10th;  Medical  Plaza  Building,  1001  Garfield;  2400  West 
Building,  2400  West  29th  St.  All  new  or  near  new  and 
available  now  or  finished  to  your  specifications.  Griffith  & 
Blair,  Inc.  913-233-5151. 

Family  Practitioner  needed  for  attractive  rural  community 
between  Wichita  and  Hutchinson.  Established  practice  with 
fully  equipped  clinic.  Call  collect:  Mr.  Paul  Grier,  Haven, 
Kansas  67543:  1-316-465-3639/3390. 

Do  you  know  a pregnant  girl  who  is  not  married?  For  such 
a problem  pregnancy,  suggest  that  she  contact  the  Florence 
Crittenton  Services,  Topeka,  Kansas  (913)  233-0516. 

Excellent  space  for  a young  M.D.  coming  to  Topeka: 
1919  West  10th  St.,  near  hospital,  800  sq.  ft.  @ $6.00. 
Griffith  & Blair,  Inc.,  913-233-5151. 


The  Journal  accepts  short  classified 
advertising  from  the  members  of  the 
Kansas  Medical  Society  without  a charge. 
These  ads  run  in  three  consecutive  issues 
of  the  Journal  and  are  keyed  with  a 
correspondence  number.  All  replies  are 
forwarded  immediately  to  the  advertiser. 
Other  brief  classified  ads  are  accepted 
from  members  of  the  medical  profession 
only  upon  approval  of  the  Editor  or 
Editorial  Board. 


Doctor,  we  have  a 
sure  thing  for  you! 


Your  patients  have  confidence  in  you — so  you  have  the  right  to 
expect  confidence  in  your  financial  institution — to  be  sure  your 
money  is  safe  . . . and  at  Capitol  Federal  you  have  a sure  thing. 
• New  higher  interest  rates  • over  750  Million  Dollars  in  assets  • 
sound  management  • large  reserves — plus  insurance  with  never 
a worry  about  the  return  on  your  money  or  the  return  of  your 
money.  And,  if  you  would  like  to  transfer  funds  to  Capitol  Fed- 
eral— that’s  one  operation  we  can  handle  for  you.  Just  let  us 
know  if  there  is  any  way  we  can  serve  you. 

k DIRECTOR  DR.  JAMES  A.  McCLURE 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  freqic 
and/or  severity  of  grand  mal  seizure;! 
require  increased  dosage  of  standarc 
convulsant  medication;  abrupt  withdn 
may  be  associated  with  temporary  in-; 
crease  in  frequency  and / or  severity  c 
seizures.  Advise  against  simultaneou  1 
gestion  of  alcohol  and  other  CNS  dep- 
sants.  Withdrawal  symptoms  (similar 
those  with  barbiturates  and  alcohol)  I 
occurred  following  abrupt  discontinu 
(convulsions,  tremor,  abdominal  and 
cle  cramps,  vomiting  and  sweating), 
addiction-prone  individuals  under  cai ! 


According  to  her  major 
;y  ptoms,  she  is  a psychoneu- 
; patient  with  severe 
iety.  But  according  to  the 
:ription  she  gives  of  her 
ings,  part  of  the  problem 
sound  like  depression, 
is  because  her  problem, 
ough  primarily  one  of  ex- 
ive  anxiety,  is  often  accom- 
ied  by  depressive  symptom- 
ogy.  Valium  (diazepam) 
provide  relief  for  both— as 
sxcessive  anxiety  is  re- 
k ed,  the  depressive  symp- 
s associated  with  it  are  also 
n relieved. 

There  are  other  advan- 
;s  in  using  Valium  for  the 
lagement  of  psychoneu- 
c anxiety  with  secondary 
ressive symptoms:  the 
chotherapeutic  effect  of 
ium  is  pronounced  and 
£ id.  This  means  that  im- 
vement  is  usually  apparent 
re  patient  within  a few 
s rather  than  in  a week  or 


ivvo,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  BW,  et  at:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  el  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
11 : 43 8-44 1 , Sept-Oct  1970. 


Veil  ium' 

(diazepam) 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


i zei  I lance  because  of  their  predisposi- 
ij  to  habituation  and  dependence.  In 
gnancy,  lactation  or  women  of  child- 
' ring  age,  weigh  potential  benefit 
ijinst  possible  hazard. 

1 cautions:  If  combined  with  other  psy- 
tropics  or  anticonvulsants,  consider 
efully  pharmacology  of  agents  em- 
yed;  drugs  such  as  phenothiazines, 
cotics,  barbiturates,  MAO  inhibitors 
■I  other  antidepressants  may  potentiate 
potion.  Usual  precautions  indicated  in 
ients  severely  depressed,  or  with  latent 
pression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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ACTION  COMMITTEE 


1300  TOPEKA  AYE.,  TOPEKA,  KANSAS  66612 


(Before  Unele  Sam  Offers  You  a Deal  You  Caul  Refuse) 

1.  If  only  a smidgen  from  every  bill  presently  oriented  to  the  control  of  medicine 
were  combined  into  one  promising  a medical  paradise  for  America,  it  would  likely  result 
in  a convulsive  fiasco  of  such  proportions  that  no  politician  astride  his  dead  medical 
horse  could  ever  cure  it.  I cite  one  bill  in  particular,  H.  R.  12053.  It  is  66  pages  long  and 
is  a perfect  example  of  wordy  eructation  which  any  ten-year-old  could  easily  condense 
to  10  pages. 

2.  Many  of  the  incumbents  are  not  returning  to  our  national  Congress  because  they 
feel  incapable  of  understanding  the  bills  on  which  they  must  cast  a knowledgeable  vote. 
Alas,  10,000  words  to  make  one  point! ! 

3.  Self-appointed  experts  of  all  breeds  have  been  writing,  speaking,  and  acting  for 
the  medical  profession  because  the  true  medical  voice  has  never  been  heard.  Our  true 
feelings  must  be  shouted  through  bull  horns  so  loud  that  these  do-gooding  bad-doers 
are  shelved. 

4.  The  swelling  tide  of  public  opinion  is  not  against  the  patient’s  personal  physician. 
It  flows  and  ebbs  with  antagonisms  conjured  up  by  ill-informed  perpetrators  whose 
sympathies  are  not  expressly  for  our  patients,  but  nearly  always  derogatory  to  organized 
medicine  and  free  enterprise. 

5.  We  cannot  win  many  battles  with  flanking  attacks  by  the  lone  brave  physician  or  a 
handful  here  and  there.  I sincerely  believe  that  our  KaMPAC  organization  is  so  struc- 
tured as  to  meet  our  detractors  head-on.  Therefore,  I urge  you  to  join  KaMPAC  to  help 
us  fight  the  Battle  Royal  when  the  hour  of  need  is  upon  us. 

Vale  Page,  M.D. 

Chairman,  KaMPAC 


MEMBERSHIP  OPTIONS  AND  DUES 

I.  Unincorporated  Doctors 

Doctors $20.00 — Regular  membership  + $80.00  for  sustaining  membership 

Doctors’  Spouses  $20.00 — Regular  membership  + $80.00  for  sustaining  membership 
Dentists,  Vets  . $20.00-  Regular  membership  + $80.00  for  sustaining  membership 
II.  Incorporated  Doctors 

The  same  except  that  corporate  money  cannot  be  used  for  candidate  support. 
Therefore,  we  urge  you  to  send  personal  checks.  Corporate  money  can  only  be  used 
for  educational  purpose.  If  you  feel  you  want  to  give  only  corporate  money,  don’t 
hesitate!  It  will  go  into  the  funds  for  education  and  not  to  candidates. 

A copy  of  our  report  filed  with  the  appropriate  supervisory  officer  is  (or  will  be)  available  for  purchase  from 
the  Superintendent  of  Documents,  United  States  Government  Printing  Office,  Washington,  D.C.  20402. 
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D.  E.  Gray,  M.D.,  Cytopathologist 
A.  Huaman,  M.D.,  Pathologist 

R.  Lefebvre,  M.D.,  Pathologist 
W.  W.  Scamman,  M.D.,  Pathologist 

E.  Rabin,  M.D.,  Pathologist 
H.  Rendon,  M.D.,  Pathologist 

Administration 


Service  Representative 

W.  Norris,  M.T.  (ASCP)  — (913)  234-8621 

Technical  Staff 

D.  E.  Ferree,  M.T.  (ASCP),  General  Supervisor 
R.  Vopat,  M.T.  (ASCP),  Night  Supervisor 
L.  A.  Hull,  M.T.  (ASCP),  Bacteriology 
J.  Carpenter,  M.T.  (ASCP),  Chemistry 
A.  Pringle,  M.T.  (ASCP),  Hematology 


D.  M.  Demaree,  M.T.  (ASCP),  Administrator 
P.  Quinley,  M.T.  (ASCP),  Education  Director 

Comprehensive  Clinical  Testing  From  a 
Single  Source 
Quality 

Personalized  Service 
Performance 

Accredited  by  College  of  American 
Pathologists 


Over  half  a century  of  Continued  Pathology 
Services 

Anatomical  and  Clinical  Pathology 
Cytology  — Cytogenetic  Studies 
Clinical  Chemistry — Radioisotope  Assay 
Bacteriology  — Mycology 
Serology  — Hematology 


Certified  by  Medicare  and  Medicaid  — Licensed  by  U.  5.  Public  Health  Service 


HANDBOOK  OF  OCULAR  THERAPEUTICS 
AND  PHARMACOLOGY,  4th  Edition,  by  Philip  P. 
Ellis,  M.D.  and  Donn  L.  Smith,  M.D.,  Ph.D.  The  C.  V. 
Mosby  Co.,  St.  Louis.  1973.  262  pages.  $14.75. 

As  the  title  indicates,  this  is  strictly  a handbook  pre- 
sented in  a two-part  format.  It  is  written  and  organized 
to  serve  as  a quick  reference  to  help  in  the  selection  of 
drugs — their  dosage  and  possible  side  effects — in  treat- 
ing various  ocular  diseases. 

The  first  section  deals  with  therapeutics  presenting 
some  basic  considerations  of  treatment  and  parameters 
used  in  the  therapy  of  most  ocular  disorders.  It  is  up 
to  date,  as  it  discusses  the  application  of  drugs  via  the 
use  of  hydrophylic  contact  lenses  soaked  in  specific 
drugs,  also  the  use  of  conjunctival  inserts  for  sustained 
release  of  a specific  dri^.  The  use  of  BCNU  in  the 
treatment  of  melanomas  is  also  mentioned.  The  chapter 
divisions  deal  effectively  with  diseases  affecting  specific 
anatomical  areas  of  the  eye,  as  well  as  the  more  com- 
mon eye  diseases.  At  the  end  of  each  chapter  is  a bib- 
liography documenting  the  source  of  the  material  pre- 
sented, thus  affording  an  opportunity  to  check  a more 
exhaustive  presentation  of  therapy  when  dictated  in  the 
care  of  a specific  disease  entity. 

Section  2 deals  with  pharmacology  and  therapeutic 
agents — the  actions,  uses,  side  reactions  and  contra-in- 
dications, as  well  as  specific  dosages  of  drugs  recom- 
mended to  be  used,  although  this  presentation  is  rather 
concise  and  at  the  same  time  rather  concentrated.  How- 
ever, it  presents  itself  as  a valuable  reference  manual 
when  faced  with  having  to  treat  infectious  problems. 
One  table  lists  most  of  the  ocular  microbial  pathogens 
and  the  various  drugs  they  are  most  likely  to  be  sensi- 
tive to.  Another  table  presents  an  extensive  list  of  anti- 
biotics with  dosages  in  their  different  routes  of  admin- 
istration and  their  possible  side  effects. 

Though  this  handbook  is  designed  to  be  most  valu- 
able to  the  practicing  ophthalmologist,  it  will  also  serve 
as  a quick  reference  manual  for  other  practitioners  who 
have  occasion  to  be  better  acquainted  with  ocular  side 
effects  of  various  drugs  and  medications  used  in  their 
armamentarium. — W.A.H. 


SYMPOSIUM  ON  AESTHETIC  SURGERY  OF 
THE  FACE,  EYELID,  AND  CHIN,  by  Frank  W. 
Master,  M.D.,  and  John  R.  Lewis,  Jr.,  M.D.  The  C.  V. 
Mosby  Co.,  St.  Louis,  1973.  207  pages,  514  illustra- 
tions. $37.50. 

Upon  thoroughly  reviewing  this  book,  it  is  the  opin- 
ion of  the  reviewer  that  it  should  be  considered  a very 
excellent  book,  from  the  plastic  surgery  point  of  view. 

Not  only  does  it  cover  the  chapters  well,  and  cate- 
gorizes the  subject  by  various  specialists;  the  authors 
also  brought  about  various  problems  of  their  specific 
surgery,  operation,  and  their  own  way  of  solving  these 
complications. 

This  book  is  not  considered  elementary  in  its  level 
for  the  student,  but  it  is  excellent  for  the  plastic  sur- 
geon who  has  finished  his  residency  and  has  had 
enough  plastic  surgery  experience  to  encounter  the  dif- 
ferent complications. — R.C.Y . 

WHAT  TO  DO  ABOUT  YOUR  BRAIN- 
INJURED  CHILD,  by  Glenn  Doman.  Doubleday  & 
Co.,  Inc.,  New  York.  1974.  291  pages.  $7.95. 

This  book  filled  the  reviewer  with  ambivalence  and 
misgivings.  It  is  a book  written  to  and  for  the  parents 
of  brain  damaged  children  and,  while  there  are  many' 
good  features  about  it,  the  author  has  set  himself  a 
formidable  task  of  trying  to  cover  a large  and  complex' 
subject  in  a relatively  small  compass — and  he  does  not 
succeed. 

There  are  large  gaps  left  uncovered  and  there  are 
some  areas  which  might  well  have  been  omitted.  There 
is  biography  in  it,  there  is  history  in  it,  and  there  is 
even  some  autobiography  in  it,  all  mixed  in  with  infor- 
mation on  the  Doman-Delcato  methods  of  "patterning,” 
a technique  which — while  it  admittedly  has  value — has 
its  drawbacks  and  limitations.  These  latter,  however, 
are  either  ignored  or  glossed  over  and  this,  taken  with 
the  evangelical-cultist  style  of  the  author,  led  this  re- 
viewer to  conclude  that  the  aim  is  to  appeal  on  a pop- 
ular level  to  parents  and  others  who,  because  of  the 
tragic  problems  they  have  to  face,  are  particularly  vul- 
( Continued  on  page  13) 
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Perhaps  you've  always  wanted  to 
practice  in  an  overseas  clinic  where 
you  could  see  something  of  the 
world.  We  can  help. 

As  a physician  in  the  Air  Force  you’ll 
have  a chance  to  practice  anywhere  in 
the  world,  from  Washington  to 
London  to  Bangkok.  You  will  have 
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year,  free  travel,  reasonable  hours 
and  a good  salary. 

Your  medical  practice  will  be  in  mod- 
ern facilities,  where  you  will  be  assisted 
by  a highly-qualified  staff  of  nurses, 
dieticians,  therapists  and  administrators. 

Positions  are  available  in  primary  health  care 
delivery,  all  major  specialities,  hospital  direc- 
torships and  medical  research. 

If  you  find  the  prospect  of  joining  an  Air  Force  Clinic  exciting, 
check  out  all  the  facts  on  Air  Force  health  care  and  mail  this 


Please  send  me  more  information  on  the  Air  Force 
Physician  Program.  I understand  there  is  no  obligation. 

AIR  FORCE  MEDICAL  PLACEMENT 
1734  E.  63rd  St.  Suite  110 
Kansas  City,  Mo.  64110 
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ARTICLES 


Current  Concepts 


Clinical  Diagnosis  and  Treatment  of  Fat  Embolism 


LEONARD  F.  PELTIER,  M.D.,  Tucson , Arizona 


It  used  to  be  quite  easy  to  talk  about  fat  embolism. 
There  was  not  a great  deal  to  talk  about.  Fat  embolism 
was  first  described  clinically  in  1873,  by  Ernest  von 
Bergman,  so  it  has  been  around  as  a clinical  phenomenon 
for  a long  time.  Research  in  this  area  has  not  been  very 
productive  until  relatively  recently  and,  as  we  will  see, 
the  major  breakthrough  in  our  understanding  of  the 
clinical  problems  in  fat  embolism  was  made  as  late  as 
1964.  Basically,  fat  embolism  is  a pulmonary  complica- 
tion of  injury  to  bone  and  to  soft  tissue. 

Anatomically,  fat  embolism  is  a condition  in  which 
fat  appears  in  the  blood,  not  in  a fine  emulsion  but  in 
droplets  large  enough  to  occlude  capillaries  and  ar- 
terioles. These  fat  droplets  arise  from  the  ruptured  fat 
cells  at  the  local  site  of  injury;  they  enter  the  vascular 
system  by  the  process  of  intravasation.  Intravasation  is 
the  opposite  of  extravasation.  These  fat  droplets  circulate 
in  the  blood  and  are  carried  to  the  lungs,  thus  becoming 
pulmonary  emboli.  The  major  portion  of  intravasated  fat 
ends  up  in  the  lung,  and  the  problem  of  peripheral  em- 
bolism is  a very  minor  one.  These  processes  of  intravasa- 
tion and  embolism  begin  immediately  after  injury  and 
continue  for  several  days.  The  amount  of  fat  reaching 
the  circulation  and  the  severity  of  the  embolic  process  is 
influenced  by  the  management  of  the  patient  from  the 
time  of  his  injury.  It  is  decreased  by  proper  splinting, 


Professor  of  Orthopedics,  Arizona  Medical  Center,  College  of 
Medicine,  Tucson,  Arizona  85724. 

Presented  at  the  115th  annual  meeting  of  the  Kansas  Medical 
Society,  the  International  Symposium  on  Fat  Embolism,  May  8, 
1974,  Topeka. 


by  careful  handling,  and  smooth  transport  of  the  patient. 

Physiologically,  fat  embolism  is  an  interesting  process. 
The  mechanical  blockage  of  a portion  of  the  pulmonary 
vascular  bed  by  the  embolic  fat  increases  the  resistance 
to  blood  flow,  and  it  increases  the  pressure  in  the  pul- 
monary artery,  in  turn,  increasing  the  work  of  the  right 
ventricle.  The  engorgement  of  the  pulmonary  vascular 
bed  decreases  the  compliance  of  the  lung,  increases  the 
work  of  breathing,  and  brings  about  a change  in  the 
ventilation-perfusion  ratio.  These  changes  begin  as  soon 
as  the  emboli  appear  in  the  lung,  shortly  after  injury. 
Hypovolemia,  or  hypovolemic  shock,  occurring  concur- 
rently with  the  pulmonary  embolism  reduces  the  effec- 
tiveness of  the  heart’s  response  to  a demand  for  an  in- 
creasing cardiac  output.  The  pulmonary  parenchyma 
produces  lipase  to  remove  the  embolic  fat.  This  is  a 
normal  exaggeration  of  a continuing  process.  As  the 
neutral  fat  is  hydrolyzed,  a chemical  pneumonitis  results. 
There  is  increased  permeability  of  the  capillary  and 
alveolar  cell  with  leakage  of  the  fluid  and  fibrin  into 
the  alveoli.  The  lung  surfactant  activity  is  decreased 
while  a diffusion  barrier  has  become  established.  All  of 
these  changes — the  decrease  in  compliance,  the  increas- 
ing work  of  breathing,  changes  in  the  ventilation-per- 
fusion ratio  with  a shunting  of  unoxygenated  venous 
blood  through  the  lung,  the  diminished  functional  resid- 
ual capacity,  and  the  diffusion  barrier — promote  poor 
oxygenation  of  venous  blood  resulting  in  arterial  hy- 
poxemia. 

Pulmonary  fat  embolism  is  associated  with  trauma. 
The  stress  concept  of  fat  embolism  has  not  stood  up, 
and  although  there  is  an  increased  excretion  of  catechol- 
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amines  as  a result  of  the  trauma,  it  makes  no  contribu- 
tion to  the  embolic  process  itself.  The  pulmonary  fat 
embolism,  with  its  mechanical  and  chemical  changes, 
produces  the  damage  to  the  capillary  wall  through 
edema,  hemorrhage,  fibrin  deposition  and  atelectasis, 
and  these  factors  then  result  in  the  phenomenon  of 
hypoxia. 

Clinically,  fat  embolism  is  a particular  form  of  post- 
traumatic  pulmonary  insufficiency.  It  is  seen  in  patients 
with  fractures,  particularly  fractures  of  the  pelvis,  femur, 
tibia,  and  ribs.  I always  emphasize  ribs,  because  most 
people  with  serious  trauma  (with  multiple  rib  fractures) 
have  a bone  injury  equal  in  severity  to  a fracture  of  the 
femur.  The  significance  of  rib  fractures  in  patients  with 
fat  embolism  is  frequently  overlooked.  Fat  embolism  is 
more  frequent  in  patients  who  are  hypovolemic  or  who 
have  had  episodes  of  hypovolemic  shock.  It  is  character- 
ized by  an  inapparent  hypoxemia  and  by  the  classical 
petechial  hemorrhages.  Patients  with  fat  embolism  com- 
monly exhibit  a thrombocytopenia  and  electrocardio- 
graphic evidence  of  hypovolemic  shock.  Occasionally, 
the  chest  x-ray  will  show  widespread  changes.  Most  im- 
portant, fat  embolism  is  a self-limited  disease  which  can 
and  usually  does  end  in  complete  recovery  of  the  patient. 

The  clinical  diagnosis  of  fat  embolism  is  based  on  a 
high  index  of  suspicion  and  I gather,  from  what  I heard, 
that  the  index  of  suspicion  is  higher  in  Topeka  than  it 
is  in  most  places.  A history  of  multiple  skeletal  injuries, 
multiple  fractures,  and  crushing  injuries  with  damage  to 
soft  tissue  is  an  important  part  of  the  case.  The  petechial 
hemorrhages  are  classical,  and  separate  fat  embolism 
from  patients  who  are  considered  to  have  posttraumatic 
pulmonary  insufficiency.  These  patients  may  have  "shock 
lung,”  pulmonary  contusions,  or  they  may  have  aspira- 
tion pneumonia.  Posttraumatic  pulmonary  insufficiency  is 
used  by  some  who  are  lumpers,  to  include  a wide  variety 
of  diseases.  Fat  embolism  is  the  one  condition  which  can 
be  separated  out,  on  the  basis  of  physical  findings  of  the 
classical  petechial  hemorrhages.  Tachypnea  and  dyspnea 
are  often  described.  These  are  very  difficult  to  quantitate, 
but  they  are  worth  paying  some  attention  to.  The  dis- 
turbance of  consciousness  can  be  combativeness,  con- 
fusion, delirium,  coma ; there  is  a wide  range  of  dis- 
turbances of  consciousness. 

The  63  patients  with  fat  embolism  in  our  series  had 
280  fractures.  The  association  of  other  types  of  soft 
tissue  injury  with  this  group  again  emphasizes  the 
fact  that  fat  embolism  is  a condition  which  is  usually 
associated  with  multiple  severe  injuries. 

The  petechial  hemorrhages  are  one  of  the  more  in- 
teresting parts  of  the  disease,  and  they  are  seen  in  the 
axilla,  on  the  flanks,  across  the  chest,  at  the  base  of  the 
neck.  They  are  usually  seen  on  the  soft  palate.  They  can 
also  be  found  in  the  subconjunctivae.  One  of  our 


medical  students  asked  why  they  do  not  occur  on  the 
back;  the  reason  is,  we  do  not  look  on  the  back.  Most 
of  these  people  are  seriously  injured,  and  one  cannot 
see  their  backs  very  well,  but  if  they  can  sit  up  to  be 
examined,  one  would  find  petechiae  occurring  on  the 
back  as  well  as  on  the  front  and  the  sides  of  the  patient. 

These  petechiae  have  a typical  appearance.  They  occur 
within  12  to  24  hours  after  injury,  and  they  may  occur 
as  late  as  four  to  five  days  after  the  injury.  How  many 
petechiae  does  it  take  to  make  a clinical  diagnosis  of 
fat  embolism?  Three  or  four  clinical  petechiae  are 
enough.  One  may  find  literally  hundreds  of  them. 
Petechiae  may  also  be  seen  on  the  globe  itself,  standing  [ 
out  against  the  contrasting  sclera  of  the  eyeball.  One  area 
which  the  clinicians  have  overlooked  is  the  importance 
of  looking  into  the  eye  grounds  of  these  patients. 
The  eye  ground  findings  in  patients  with  fat  embolism 
are  essentially  hemorrhagic.  These  hemorrhages  may 
absorb,  or  they  may  remain  and  become  the  only 
permanent  change  which  is  seen  after  fat  embolism  when 
the  patient  recovers.  For  many  years,  this  has  been  re- 
ferred to  as  Purtscher’s  posttraumatic  retinopathy,  and 
can  be  used  to  substantiate  a diagnosis  of  fat  embolism 
many  years  later. 

Dr.  Sevitt1  has  a marvelous  picture  in  his  book  of  a 
fat  droplet  at  the  base  of  a petechial  hemorrhage  in  a 
skin  biopsy.  I examined  a number  of  petechiae  under 
the  microscope  and,  unfortunately,  I was  never  able  to 
find  this  association.  I wondered  why  one  had  to  have  a 
fat  droplet  at  the  base  of  every  petechia.  It  occurred  to 
me  that  it  does  not  represent  a local  embolic  phenome- 
non. It  might  represent  an  increased  capillary  fragility 
and,  therefore,  one  should  be  able  to  provoke  petechia  1 
in  patients  who  do  not  exhibit  them  spontaneously.  Dr. 
Garner,  who  is  presently  an  orthopedic  surgeon  in  Kan- 
sas City,  Missouri,  and  I,  each  took  a group  of  injured 
patients  and  tried  to  provoke  petechiae  in  them  using  a 
petechiometer  and  a Rumpel-Leed  test.  We  were  able 
to  provoke  petechiae  in  about  two-thirds  of  the  patients  ! 
with  serious  skeletal  injuries.  It  reinforced  my  concept,  ■ 
that  this  represents  not  an  embolic  phenomenon  with  fat 
droplets  in  the  skin,  but  a change  in  the  capillary 
fragility. 

Thrombocytopenia  also  occurs  in  fat  embolism:  we  1 
see  that  the  platelet  count  drops.  It  has  been  demon- 
strated that  every  droplet,  as  it  becomes  lodged  in  the 
lung,  is  coated  by  a layer  of  platelets.  Experimental  work 
going  back  many  years  demonstrates  that  any  time  for- 
eign bodies  are  injected  into  the  circulation — charcoal  [ 
particles,  for  example — they  are  immediately  covered  by 
a layer  of  platelets.  When  many  fat  droplets  are  circulat- 
ing in  the  blood,  the  surface  area  of  these  small  droplets  j 
is  tremendous,  and  they  act  as  a magnet  to  attract 
platelets.  This  is  one  of  the  reasons  for  the  thrombocy- 


OCTOBER,  1974 


291 


topenia  seen  in  this  condition.  The  coating  action  has 
been  well  demonstrated  experimentally  by  platelet  counts 
which  were  made  in  dogs  who  had  no  trauma  other 
than  the  intravenous  injection  of  oleic  acid  of  mineral 
oil  (triolein)  ; they  had  a marked  drop  in  the  blood 
platelet  count  with  the  injection  of  these  substances  into 
the  circulation.  There  is  no  question  that  the  emboli 
themselves,  in  the  absence  of  other  physiological  dis- 
turbance, are  responsible  for  a substantial  portion  of 
thrombocytopenia. 

The  most  challenging  future  area  for  research  relates 
to  the  petechiae  and  to  this  unexpected  increase  in  capil- 
lary permeability.  This  is  a clinical  thing  which  can  be 
seen  on  your  own  wards  as  you  manage  your  own  pa- 
tients. We  had  a young  man  with  fracture  of  the 
shaft  of  the  femur,  who  showed  a diffuse  petechial 
rash,  and  because  he  had  fat  embolism,  and  because 
we  were  interested  in  the  electrocardiographic  changes 
in  fat  embolism,  he  had  an  electrocardiogram.  Sur- 
prisingly, as  we  took  the  suction  cups  across  the  chest, 
every  place  with  a negative  pressure  on  the  skin 
of  the  chest  had  an  explosive,  immediate  increase  in  the 
number  of  hemorrhages,  thus  nicely  demonstrating  that 
this  is  due  not  to  the  emboli  in  the  skin  itself  but  to 
the  increased  capillary  fragility.  And  it  is  this  capillary 
fragility  that  needs  further  investigation. 

What  about  the  head  injuries  and  cerebral  findings 
in  patients  with  fat  embolism?  Dr.  Pazell  went  over  a 
large  group  of  patients  and  found  that  what  has  passed 
for  many  years  as  cerebral  fat  embolism  is  probably  a 
reflection  of  generalized  hypoxemia,  and  the  degree 
varied  with  the  length  of  time  the  hypoxemia  has  been 
present.  Interestingly  enough,  if  the  patient  recovers,  he 
has  no  demonstrable  persistent  neurological  change,  and 
this  is  a contrast  with  other  types  of  head  injury  deficits 
which  are  so  common. 

Diagnosis 

We  have  used  the  detection  of  fat  in  the  urine,  which 
is  a cumbersome  method  and  only  useful  in  a research 
setting.  We  have  studied  elevations  of  serum  lipase, 
which  are  consistent  in  this  condition.  Unfortunately, 
the  elevation  of  the  serum  lipase  occurs  late — three  or 
four  days  after  injury,  and  gives  no  hope  in  the  imme- 
diate diagnosis  of  such  a patient.  The  chest  x-ray  is 
useful  particularly  to  separate  lung  contusion  from  fat 
embolism.  If  a patient  has  an  injury  and  is  brought 
directly  to  the  emergency  room,  if  he  has  a lung  con- 
tusion, it  can  be  seen  on  the  x-ray  immediately.  If  he 
has  or  is  going  to  develop  fat  embolism,  the  chest  film 
initially  will  be  normal,  so  it  is  always  advisable  to 
have  a chest  film,  even  though  it  may  not  be  overly 
productive  in  terms  of  information.  The  electrocardio- 
gram, however,  has  been  extremely  helpful.  Of  course, 


great  stress  is  put  on  the  platelet  count  and  the  measure- 
ment of  the  blood  gases. 

We  have  had  considerable  experience  with  the  detec- 
tion of  fat  droplets  in  the  circulating  blood  beginning 
in  1952,  when  we  utilized  a water  soluble  fat  stain. 
There  are  a variety  of  methods  which  can  be  used  to 
detect  fat  droplets  in  the  circulating  blood.  They  occur 
consistently  and,  unfortunately,  they  occur  in  too  many 
patients.  The  fact  that  fat  droplets  can  be  found  in  the 
circulating  blood  does  not  indicate  that  this  particular 
patient  may  later  develop  severe  changes  related  to  his 
fat  embolism.  It  is  useful  to  demonstrate  that  there  are 
emboli,  but  it  gives  no  prognostic  value  immediately 
as  to  whether  the  patient  is  going  to  get  sick  or  not. 
And  for  this  reason,  we  do  not  use  them. 

A classical  chest  x-ray  showing  diffuse  atelectasis  can 
be  associated  with  other  problems,  such  as  aspiration 
pneumonia.  One  of  the  things  about  the  chest  x-ray  is 
that  there  is  no  correlation  between  the  degree  of  arterial 
hypoxemia  and  the  appearance  of  the  chest  x-ray.  Pa- 
tients may  be  well  oxygenated  with  very  poor  looking 
chest  films.  Also,  patients  may  be  hypoxic  with  what 
appears  to  be  a perfectly  normal  x-ray. 

Dr.  Pazell  and  I,2  several  years  ago,  described  63 
patients  with  fat  embolism,  and  this  is  the  breakdown 
of  value  of  tests  which  we  used.  We  were  able  to  find 
fat  in  the  urine  of  85  per  cent  of  the  patients  in  whom 
we  looked  for  it.  Serum  lipase  was  elevated  in  about 
two-thirds  of  the  patients.  The  electrocardiogram  had 
changes  significant  of  heart  stress  and  cardiohypoxemia 
in  about  80  per  cent  of  the  patients.  This  was  a great 
surprise  to  us,  and  it  is  one  area  in  which  an  internist 
may  be  of  tremendous  help.  The  chest  x-ray  was  only 
positive  or  characteristic  in  30  per  cent  of  the  patients, 
and  it  did  not  turn  out  very  well  as  a diagnostic  test. 
The  platelet  tests  were  below  1 50,000/ cu  mm  in  about 
80  per  cent  of  the  patients;  the  arterial  blood  gas 
measurement,  which  is  a significant  measure  now,  was 
positive  in  about  90  per  cent  of  the  patients. 

The  breakthrough  which  occurred  in  1964,  was  made 
by  a group  of  internists  in  Canada,  who  had  a blood 
gas  machine  and  measured  the  blood  gases  in  patients 
with  fat  embolism.  It  was  described  as  inapparent  hy- 
poxemia and,  subsequently,  this  has  been  confirmed  by 
everyone  who  looked  into  it.  The  level  at  which  gas 
values  are  set  varies  considerably  with  population  and 
altitude.  We  have  picked  60  mm,  below  which,  we  think, 
there  is  significant  pulmonary  shunting  related  to  fat 
embolism. 

T reatment 

We  are  getting  more  and  more  into  the  initial  treat- 
ment of  these  patients  rather  than  waiting  for  the  severe 
syndrome  to  develop.  The  most  useful  prophylactic 
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measure  begins  with  the  prevention  of  shock,  and  this 
goes  back  to  something  orthopedists  have  been  doing 
for  years  when  they  splint  them  "where  they  lie” — the 
proper  splinting,  the  gentle  handling,  the  easy  transport 
of  the  patient,  the  avoidance  of  unnecessary  manipulation 
in  the  emergency  room  and  x-ray,  and  the  general  sup- 
portive care  of  the  patient — possibly  the  most  important 
prophylactic  procedure  which  can  be  done.  We  are  get- 
ting more  and  more  interested  in  the  early  administration 
of  oxygen  to  our  patients  with  fractures,  beginning  with 
40  per  cent  nasal  oxygen  after  the  patient  is  being 
worked  up  in  the  emergency  room  and  continuing  this 
for  the  next  48  hours  or  more,  depending  on  the  blood 
gases.  The  early  administration  of  oxygen  to  such  pa- 
tients seems  so  far  to  relieve  the  later  need  for  tracheos- 
tomy, intubation,  and  the  use  of  mechanical  respiratory 
support. 

There  is  considerable  literature  on  the  use  of  corti- 
costeroid hormones  in  the  treatment  of  patients  severely 
ill  with  fat  embolism.  We  have  found  that  this  is  rarely 
needed  if  the  patient  has  been  given  good  respiratory 
support,  and  we  use  it  then  not  routinely,  but  only  in 
those  patients  whose  respiration  we  are  unable  to  sup- 
port adequately  with  a respirator.  We  find  the  indica- 
tions for  the  use  of  corticosteroid  hormones  becoming 
fewer,  as  our  prophylactic  methods  of  management  be- 


come more  successful. 

I would  like  to  say  a few  words  in  regard  to  the 
hemoglobin  dissociation  curve.  When  measuring  arterial 
blood  gases,  one  is  measuring  the  pressure  of  the  dis- 
solved gas  in  the  plasma.  This  does  not  carry  a very 
significant  amount  of  oxygen  to  the  tissue.  Oxygen  is 
delivered  to  the  tissue  in  combination  with  hemoglobin, 
and  most  of  the  oxygen  used  in  the  tissue  is  transported 
in  combination  as  oxy-hemoglobin.  Therefore,  it  is  im- 
portant to  correct  anemias  in  these  patients  with  some 
blood  loss,  but  we  do  not  wrant  these  patients  to  become 
anemic,  because  the  volume  of  oxygen  delivered  depends 
on  the  hemoglobin  concentration. 

Summary 

Fat  embolism  is  a controversial  condition,  and  this  is 
one  of  the  reasons  why  it  is  so  interesting  an  area  in 
which  to  work.  We  do  not  know  much  about  this  con- 
dition yet,  but  we  hope  that  continued  research  in  the 
hospital  and  laboratory  will  lead  to  a better  understand- 
ing of  the  problem. 
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Laboratory  Diagnosis 


Cryostat  Test  and  Fat-Particle  Counting  of  Plasma 

ANTONIO  HUAMAN,  M.D.,  Topeka 


Fat  embolism  is  a controversial  disease,  as  we  have 
just  heard.  That  is  essentially  true  when  the  diagnosis 
is  based  solely  on  a constellation  of  symptoms  which  ap- 
pear after  trauma,  whether  or  not  fat  embolism  is  present. 
Fortunately,  the  clinical  criteria  now,  in  addition  to 
clinical  findings,  utilize  an  assortment  of  biochemical 
and  microscopic  data  that  allow  for  a more  positive  and 
earlier  diagnosis.  In  this  new  light,  fat  embolism  need 
no  longer  be  controversial,  as  long  as  its  pathogenetic 
mechanism — fat  embolization — is  correctly  evaluated, 
and  as  long  as  the  clinical  diagnosis  is  corroborated  by 
the  objectivity  of  direct  laboratory  tests. 

Fat  embolization  is  to  clinical  fat  embolism  what 
hemorrhage  is  to  hypovolemic  shock:  both  occur  often 
but  become  symptomatic  only  in  some  cases.  Fat  emboli 
appear  in  practically  every  trauma,  but  their  concentra- 
tion in  the  blood  varies  during  the  posttraumatic  period ; 
the  pathogenecity,  however,  depends  upon  the  impair- 
ment of  the  pulmonary,  cardiac,  and  cerebral  oxygenation 
brought  about  by  the  large  number  and  size  of  the 
emboli.  In  the  best  of  circumstances,  the  emboli  are 
small  and  not  numerous  enough  to  produce  such  damage. 
At  any  rate,  the  emboli  are  finally  cleared  out  by  the 
kidney. 

The  fat  emboli  are  easily  visualized  in  the  tissues  of 
accident  victims,  provided  the  tissues  are  stained  for 
neutral  fat;  they  are  seen  in  the  blood  clots  of  relatively 
large  vessels  of  the  lungs,  liver,  and  extremities.  This 
observation  moved  us  to  successfully  examine  frozen 
sections  of  pre-mortem  blood,  with  positive  results.  The 
technique  was  reported  as  the  Cryostat  Test.* 1  Since  the 
cryostat  test  was  positive  in  a number  of  asymptomatic 
and  subclinical  cases,  studies  were  undertaken  to  design 
a quantitative  test  which  soon  became  publicized  as  the 
"Fat-particle  counting  of  plasma."2 3 4 5 6 7 8  It  allowed  us  to 
determine  the  progression  and  regression  of  fat  emboliza- 
tion during  the  posttraumatic  period  and  to  measure  the 
size  of  the  fat  emboli. 
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The  demonstration  of  neutral  fat  in  the  urine  has 
been  a time-honored  procedure  in  the  management  of 
fat  embolism,  except  for  the  fact  that  the  results  are 
marred  by  severe  technical  difficulties ; therefore,  we 
have  completed  our  investigation  with  a rather  simple 
technique  for  the  demonstration  of  the  lipuria. 

Our  presentation  today,  since  Dr.  Peltier  has  clearly 


Techniques  of  the  cryostat  test,  fat-par' 
tiele  counting  of  plasma,  and  the  demon' 
stration  of  the  lipuria  are  discussed. 


reviewed  the  conventional  laboratory  tests  in  fat  em- 
bolism, will  deal  only  with  the  techniques  and  comments 
on  the  cryostat  test,  fat-particle  counting  of  plasma,  and 
the  demonstration  of  the  lipuria. 

Cryostat  Test  for  Fat  Ebolism 

The  circulating  fat  droplets  in  fat  embolism  syndrome 
are  trapped  in  the  blood  clot  during  coagulation;  they 
can  be  demonstrated  by  cryostat  frozen  sections  of  the 
blood  clot  stained  by  oil  red.  The  slides  are  examined 
under  ordinary  light  microscopy. 

Procedure 

1.  10  ml  of  venous  blood  is  obtained  from  the  pa- 
tient and  allowed  to  clot  in  a test  tube  in  vertical  posi- 
tion. 

2.  After  clot  retraction,  cryostat  frozen  sections  are 
obtained  from  the  entire  length  of  the  clot.  Sections 
are  cut  10  fx  in  thickness.  The  cryostat  should  be  at 
-20  C. 

3.  Sections  from  the  cryostat  are  recovered  on  fat- 
free,  new  glass  slides  and  allowed  to  dry  at  room  tem- 
perature. 

4.  Slides  are  fixed  in  70%  ethyl  alcohol  for  15 
seconds. 

5.  Slides  are  stained  with  1%  alcoholic  solution 
of  oil  red  (in  70%  ethyl  alcohol)  for  3 minutes. 
(Keep  the  dye  in  refrigeration  and  filter  before  use.) 

6.  Slides  are  washed  in  70%  ethyl  alcohol  briefly. 

7.  Slides  are  washed  in  tap  water. 

8.  Slides  are  stained  with  Harris’  Hematoxylin  for 
3 minutes. 
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9.  Slides  are  washed  in  tap  water. 

10.  Slides  are  rinsed  in  a weak  aqueous  solution  of 
ammonia  (5  gtts  in  100  ml) . 

11.  Slides  are  mounted  in  glycerin  gel. 

Results 

The  positive  reaction  consists  of  bright-red  fat  drop- 
lets frequently  surrounded  by  a clear  space.  The  fat  drop- 
lets vary  in  size  from  a few  to  about  200 fi;  they  may 
show  a round  or  crescentic  configuration,  and  they  may 
be  accompanied  by  minute  fragments  of  stainable  mate- 
rial. The  clear  space  is  apparently  due  to  clot  and  fat 
retraction  (Figure  1 ). 

The  negative  reaction  consists  of  a granular,  brownish 
background  with  no  stainable  material. 

Artefacts 

Beware  of  the  following  artefacts: 

1.  Unwashed  dye.  It  appears  as  sharply  circum- 
scribed red  droplets  resting  on  top  of  the  section  or 
in  its  margins. 

2.  Lint.  These  particles  stain  lightly,  are  flat,  and 
are  generally  seen  above  or  below  the  section. 

3.  Excessive  drying.  The  section  shows  "fracture- 
lines” in  which  minute  drops  of  stain  may  accumulate. 

Quality  Control 

Quality  control  system  with  each  batch  of  tests  is  de- 
sirable, as  follows:  a bone  marrow  clot  is  used  as  a 
positive  control,  and  a clot  from  venous  blood  of  a 
healthy,  non-traumatized  person  serves  as  a negative  con- 
trol. 

The  investigation  of  fat  in  blood  dots  was  attempted 
by  Peltier  and  Harkness3  without  success,  mostly  due 
to  technical  difficulties  with  the  carbon  dioxide  micro- 
tome; however,  with  the  refrigerated  microtome  (cryo- 
stat) in  use  today,  blood  clots  can  be  cut  into  very  thin 
sections  which  could  be  selectively  stained  for  fat.  The 
blood  clot  is  easily  manipulated  as  a tissue:  it  contains 
the  fat  emboli  trapped  during  coagulation  and,  further- 
more, the  emboli  are  concentrated  in  only  one-half  or 
one-third  of  the  original  volume  of  the  specimen. 

In  our  original  report,  the  sensitivity  and  specificity 
of  the  test  were  found  to  be  adequate  in  the  laboratory 
and  in  clinical  material.  The  test  required  a rather  low 
concentration  of  fat  emboli  to  become  positive  and  did 
so  in  20  of  the  22  typical  cases  of  fat  embolism,  and 
in  all  6 cases  of  subclinical  patients.1  Additional  experi- 
ence has  confirmed  its  usefulness:  (1)  as  a confirmatory 
test  for  otherwise  obvious  cases  of  fat  embolism;  (2)  as 
a diagnostic  test  for  subclinical  cases  which  otherwise 
would  remain  ignored  as  to  the  real  cause  of  the  symp- 
toms; and  (3)  as  the  only  diagnostic  test  for  the  pul- 
monary fat  embolism,  a superacute  subsyndrome  which 


Figure  1 


could  be  favorably  modified  by  specific  therapy.  The 
cryostat  test  gives  positive  results  as  early  as  30  minutes 
after  injury,  thus  preceding  the  symptomatology  of  fat 
embolism. 

Fat-Particle  Counting  of  Plasma 

Hemocytorneter  Counting 

A.  Principle:  Fat  emboli  (fat  macroglobules)  are  driven 
by  centrifugation  to  the  top  of  the  plasma  phase  of 
an  EDTA  sample  of  blood.  After  separation  of  the 
plasma,  the  emboli  are  resuspended  and  counted  in 
the  Neubauer  chamber  after  dilution  and  staining 
with  oil  red.  The  results  are  reported  per  1 mm3  of 
plasma. 

B.  Equipment: 

1.  Oil  red  alcoholic  solution: 


Oil  red  0 1.00  gm 

Acetone  50.00  ml 

Ethyl  alcohol  70% 50.00  ml 


Filter  immediately  before  use. 

2.  Neubauer  chamber. 

3.  Hemodilution  pipettes  for  WBC. 

4.  Light  microscope. 

C.  Procedure: 

1.  4.5  ml  of  venous  blood  is  obtained  in  EDTA 
(Vacutainer,  purple  top) . 

2.  The  blood  is  centrifuged  at  4,000  rpm  for  10 
minutes. 

3.  Plasma  is  separated,  using  disposable  Pasteur 
pipettes;  the  uppermost  portion  of  the  plasma 
should  always  be  included. 

4.  Fat  particles  are  resuspended  by  hand  shaking  or  , 
mechanical  shaking  for  3 minutes. 

5.  In  a WBC  dilution  pipette,  resuspended  plasma  I 
is  drawn  to  mark  "I,”  and  oil  red  solution  to 
mark  "II.” 

6.  Plasma  is  shaken  energetically  for  at  least  5 
minutes. 
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7.  Plasma  is  loaded  into  a Neubauer  chamber,  both 
sides,  and  the  fat  macroglobules  are  counted  in  the 
two  counting  areas  totalling  1.8  mm2.  lOOx  mag- 
nification (ocular,  and  objective  lOx)  is  used. 
Only  particles  clearly  stained  red  are  counted ; do 
not  count  dot-like  corpuscles  or  artefacts  resulting 
from  protein  precipitation. 

8.  The  number  of  fat  particles  per  1 mm3  of  plasma 
is  calculated  from  the  following  formula: 

N x 10 

Fat  particles  per  1 mm3  = — — — 

N = Number  of  particles  counted. 

1.8  = Volume  of  suspension  counted. 

9.  The  number  of  fat  particles  per  1 mm3  of  plasma 
is  reported. 

Counting  in  the  Coulter  Counter 

A.  Principle:  The  fat  emboli  present  in  the  plasma 
from  an  EDTA  sample  of  blood  are  resuspended  by 
shaking,  diluted  in  Isotonic  solution  and  counted  in 
the  Coulter  counter,  model  F,  using  the  same  settings 
established  for  blood  cell  counting. 

B.  Equipment: 

1.  Coulter  counter  model  F. 

2.  Diluent-dispenser  (Coulter). 

3.  Isotonic  diluent  solution  (Coulter). 

4.  Zap-Oglobin  (Coulter) . 

5.  Counting  vials. 

C.  Procedure 

1.  Sample  of  venous  blood  in  EDTA  (Vacutainer, 
purple  top)  is  obtained. 

2.  Blood  is  centrifuged  at  4,000  rpm  for  10 
minutes. 

3.  Plasma  is  separated,  using  disposable  Pasteur 
pipettes;  always  include  the  uppermost  portion 
of  the  plasma. 

4.  Fat  emboli  is  resuspended  by  hand  shaking  or 
mechanical  shaking  for  3 minutes. 

5.  A dilution  1:500  of  plasma  in  isotonic  diluent 
is  prepared. 

6.  One  drop  of  Zap-Oglobin  is  added  and  mixed ; 
avoid  getting  bubbles. 

7.  The  counter  is  set  as  it  would  be  for  counting 
of  blood  cells;  count  the  background  (B). 

8.  The  diluted  plasma  is  counted  and  the  result 
(N)  is  recorded. 

9.  Background  B is  subtracted  from  the  Count  N. 

10.  The  difference  is  reported.  This  represents  the 

number  of  fat  particles  per  1 mm3  of  plasma. 

Sizing  by  the  Hemocytometer 

The  plasma  is  diluted,  as  for  fat-particle  counting, 
using  1 per  cent  oil  red  solution.  The  diameter  of  the 


fat  particles  is  measured  by  a micrometer  placed  within 
the  ocular  of  the  microscope.  The  micrometer  is  divided 
into  50  arbitrary  units  which  have  been  calculated  in 
microns  for  the  particular  segment  of  the  lens  used. 
Each  division  of  the  micrometer  was  found  to  be  equiv- 
alent to  1.9  fx  at  high  power  magnification.  Only  par- 
ticles measuring  one  division  or  more  were  counted  and 
computed  as  the  percent  of  total  count  ( Figure  2). 

Sizing  by  the  Channelize r II  ( Coulter) 

The  Coulter  Channelizer  II  is  a multi-channel  particle- 
size  analyzer  designed  to  be  used  with  the  Coulter 
counter  models  DF,  FN,  and  Z.  The  instrument  is 
capable  of  analyzing  pulse  inputs  from  a suspension 
and  presenting  the  data  visually  in  form  of  a frequency 
distribution  curve,  simultaneously  with  counting  of  any 
or  all  channels.  The  instrument  detects  100  contiguous 
sizes  and  counts  the  particles  in  each  dimension.  It  also 
provides  an  histiogram.  The  preparation  of  the  counting 
suspension  is  similar  to  the  counting  with  Model  F.  The 
size  of  the  fat  particles  was  obtained  by  multiplying  the 
channel  number  by  four. 

From  the  laboratory  viewpoint,  fat  macroglobules  and 
fat  emboli  are  countable  by  microscopic  methods  (if 
the  particles  are  selectively  stained)  or  by  electromagnetic 
counters,  provided  that  the  interfering  particles  are 
phased  out.  The  following  are  considered  as  interfering 
particles : ( 1 ) platelets  which  are  eliminated  by  increas- 
ing the  threshold  of  the  instrument  (as  to  count  red 
cells)  ; (2)  chylomicrons,  which  are  eliminated  in  the 
same  way  as  platelets  since  both  are  very  small  particles ; 
(3)  residual  red  cells,  which  are  hemolyzed.  The  possi- 
bility of  residual  leukocytes  still  remains,  but  their  num- 
ber is  too  small  to  be  significant. 

The  two  counting  methods  render  comparable  results, 
although  they  do  not  duplicate  each  other  (Table  1). 
Visual  counting  by  the  hemocytometer  can  be  performed 
in  any  laboratory,  and  offers  the  advantage  of  imme- 
diate interpretation  as  either  normal  or  compatible  with 
fat  embolism,  depending  on  the  absolute  number  and 
the  presence  of  large  fat  particles.  Instrumental  count- 
ing eliminates  human  errors  and  subjectivities,  and  offers 
simplicity  and  consistency  suitable  for  prolonged  moni- 


TABLE  I 

PARTICLE  COUNTING  OF  PLASMA 
NORMAL  SUBJECTS 

Median  Limits  of  1 Standard 


Method  1 mm*  Variation  Deviation 

Hemocytometer  334  000-700  ± 84 

Coulter  Counter  286  000-727  ±114 
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Figure  2 


toring,  provided  that  an  electromagnetic  counter  is  avail- 
able. 

Fat-particle  counting  and  sizing  requires  interpreta- 
tion of  the  results  as  long  as  fat  particles  exist  in  normal 
persons,  and  more  so  in  traumatized  patients.4’  5 The 
number  of  fat  particles  in  plasma  of  normal  subjects 
has  been  found  to  range  up  to  700  per  1 mm3  (Table 
1 ),  but  the  number  alone  does  not  show  the  entire 
phenomenon,  as  does  the  concentration  curve  during  the 
posttraumatic  period  (Graph  l).  The  number  of  par- 
ticles, in  fact,  increases  after  bone  fractures,  more  so 
in  patients  with  clinical  fat  embolism  who  may  have 
counts  of  up  to  12,000  per  1 mm3  by  the  3rd  day,  and 
return  to  near-normal  figures  by  the  6th  day.  On  the 
other  hand,  treatment  with  alcohol  tends  to  bring  the 
concentration  to  near-basal  levels  sooner  than  untreated 
cases,  although  an  immediate  increase  of  small  particles 
follows  initiation  of  the  treatment.  This  effect  is  ap- 
parently due  to  breaking  up  of  large  emboli  by  the 
emulsifying  properties  of  alcohol,  thus  facilitating  their 
release  from  small  vessels  and  their  elimination  through 
glomerular  filtration.  Repeated  counting  is,  therefore, 
more  informative  than  sporadic  counting. 

Further  evaluation  of  counting  and  sizing  of  fat  par- 
ticles is  necessary  before  numerical  normal  values  can 
be  firmly  established  during  each  of  the  posttraumatic 
days,  but  the  potential  of  particle  counting  has  already 
been  shown  in  our  short  series:  (1)  Particle  counting 
of  plasma  can  be  a routine  monitoring  method  of  the 
posttraumatic  lipemia;  (2)  a routine  diagnostic  tool  for 
the  early  diagnosis  of  fat  embolism;  and  (3)  a reliable 
parameter  to  judge  the  efficiency  of  its  treatment,  not 
only  in  accidentally  traumatized  patients,  but  also  in 
patients  undergoing  open-heart  surgery6-8  and  intra- 
medullary nailing  of  long  bones,  regardless  of  its  im- 
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Days  after  trauma 


Graph  I 

mediacy  to  the  acute  traumatic  episode. 

In  addition  to  this  type  of  case,  we  have  diagnosed 
and  treated  fat  embolism  following  hysterectomies  and 
drainage  of  perinephric  abscesses  in  obese  patients  who, 
interestingly  enough,  had  fat  emboli  measuring  up  to 
200  fi  when  measured  on  the  slide  of  the  cryostat  test. 
Observations  of  this  type,  however,  are  uncommon  since 
no  suitable  method  to  demonstrate  and  evaluate  this 
phenomenon  in  vivo  has  been  available. 

The  study  of  the  size  of  fat  particles  demonstrated 
a definite  difference  in  the  size  of  plasmatic  fat  par- 
ticles between  normal  persons  and  patients  with  fat 
embolism.  Patients  with  fat  embolism  had  much  larger 
particles  which  can  be  demonstrated  by  visual  measure- 
ment in  the  hemocytometer,  or  by  electronic  distribution 
counters  (Table  II). 

The  volume  of  the  particles,  however,  has  a wide 
range  of  variation;  patients  with  fat  embolism  have 
particles  of  80  to  200  and  there  appeared  to  be  par- 
ticles that  were  not  recorded  in  the  machine  due  to 
mechanical  limitations. 

This  observation  corroborated  the  hypothesis  that  was 
previously  enunciated:  the  size  of  fat  particles  has  clini- 


TABLE  II 

FAT-PARTICLE  SIZE 

Plasma 

Visual 

(microns) 

Plotter  "]” 
(cubic  microns) 

Channelyzer  II 
(cubic  microns) 

Normal 

Diameter 

Volume 

. 2-  6 

28-64 

Fat  Embolism 

Diameter  . 2-  6 

28-44 

16-36 

Volume 

. 14-16 

124-186 

80-200 
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:al  significance  in  the  production  of  fat  embolism,  more 
to  than  the  actual  number,  since  large  particles  have 
greater  embolizing  capabilities  of  the  arteriolar  and 
tapillary  circulation. 

It  has  also  been  observed  that  treatment  tends  to  in- 
crease the  particle  number  and  decrease  the  size,  although 
these  trends  have  not  been  statistically  studied  as  yet. 

Investigation  of  Fat  in  Urine 

A.  Specimen:  Random  urine. 

B.  Fundamentals:  Neutral  fat  in  the  urine  is  stained  by 
the  addition  of  oil  red  and  vigorous  shaking,  and 
then  surfaced  by  vigorous  centrifugation.  It  is  sub- 
sequently demonstrated  by  light  microscopy  on  the 
supernatant. 

C.  Reagents  and  Equipment: 

Centrifuge  tube. 

Alcoholic  oil  red  suspension  (1%  in  70%  alcohol). 
Slides  and  cover  slips. 

D.  Procedure: 

1.  15  ml  urine  is  transferred  to  a centrifuge  tube. 

2.  5 drops  of  recently  filtered  oil  red  alcoholic  so- 
lution are  added. 

3.  The  urine  is  chilled  for  1 hour  in  the  refrigerator. 

4.  The  urine  is  centrifuged  at  2,000  rpm  for  5 
minutes. 

5.  The  very  top  of  the  supernatant  is  sampled  with 
a capillary  pipette  or  a wire  loop  and  deposited 
on  a fat-free  microscopic  slide. 

6.  The  mixture  is  covered  and  observed. 

E.  Neutral  fat  appears  as  irregular  masses  of  bright  red 
material. 

F.  Normal:  No  fat  present. 

G.  Quality  Control:  Fat-positive  and  fat-negative  con- 
trols are  run  together  with  the  unknown.  A routine 
control  is  prepared  by  adding  liquified  bone  marrow 
to  normal  urine. 

Neutral  fat  in  urine,  lipuria,  was  regarded  as  a diag- 
nostic test  ever  since  Scriba  (1880)  reported  fat  droplets 
in  patients  with  fat  embolism.  Lipuria  occurs  in  50  to 
80  per  cent  of  patients  with  bone  fractures.  This  interpre- 
tation, however,  overlooks  the  fact  that  lipuria  is  a fea- 
ture of  traumatized  patients  and  not  specifically  of  fat 
embolism.  In  fact,  its  frequency  is  limited  only  by  the 
sensitivity  of  the  test  used.  We  believe  that  lipuria  is  a 
component  of  the  posttraumatic  syndrome  and  repre- 
sents the  pathway  of  elimination  of  the  fat  emboli,  after 
emulsification  either  by  endogenous  lipase  or  by  lipolytic 
treatment.  Lipuria  is  not  a specific  sign,  not  even  for 
trauma  patients,  because  it  also  appears  in  nontraumatic 
conditions  such  as  nephrotic  syndrome,  hepatic  cirrhosis 
and,  occassionally,  in  normal  persons.  Although  lipuria 
is  no  longer  pathognomonic,  it  still  retains  its  value  in 


fat  embolism,  both  as  a measurable  parameter  of  the 
fat  embolization  and  as  an  indicator  that  the  embolic- 
phase  of  the  syndrome  has  ended. 

After  this  exposition  of  laboratory  techniques,  a prac- 
tical summary  of  the  laboratory  handling  of  fat  em- 
bolism is  in  order. 

Summary 

A patient  prone  to  develop  fat  embolism,  such  as  one 
having  fractures  of  the  femur,  tibia,  or  ribs  should  be 
screened  for  large-size  fat  emboli.  Emboli  the  size  of 
blood  cells  do  not  produce  fat  embolization  and  do 
not  alter  the  anatomy  or  function  of  the  brain,  lungs, 
myocardium,  or  kidneys ; those  that  measure  between 
20  to  40  p,  however,  can  still  pass  through  capillaries 
but  are  frequently  seen  in  fat  embolism  and,  therefore, 
have  some  diagnostic  importance.  Fat  emboli  of  40  fi  or 
larger  frequently  produce  emboli  and  microinfarctions 
which  result  in  both  anatomic  and  functional  disturbances 
of  the  above-mentioned  organs ; their  presence  in  the 
blood  is  diagnostic  for  fat  embolism.  The  screening  is 
successfully  accomplished  by  the  following  methods. 

1.  The  cryostat  test,  which  is  only  positive  to  large 
emboli,  large  enough  to  be  trapped  in  the  blood  clot  (at 
least  20  p in  diameter.  Emboli  measuring  200  p are 
frequent.) . 

2.  Sizing  by  the  hemocytometer,  in  which  a good  ap- 
proximation of  the  diameter  can  be  taken  by  comparison 
of  the  embolus  with  the  markings  of  the  Neubauer 
chamber  (smaller  divisions  of  the  red-cell  counting  area 
measure  40  x 40  ^).  For  those  in  the  laboratory,  always 
report  the  maximal  diameter  observed;  and  for  those  in 
clinical  medicine,  remember  that  fat  emboli  40  p and 
larger  should  be  considered  diagnostic  for  impending 
or  symptomatic  fat  embolism.  The  hemocytometer  tech- 
nique has  the  advantage  in  that  it  can  be  performed  by 
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any  average  laboratory  worker,  and  the  expertise  of  a 
cryostat  technician  or  the  pathologist  is  not  necessary. 

3.  Histograms  obtained  by  the  Channelyzer  II  method 
suitable  for  sophisticated  laboratory.  The  histograms  of 
fat  embolism  are  rather  characteristic  ( Graph  II). 

At  the  present  stage  of  our  studies,  we  do  not  place 
great  diagnostic  emphasis  on  a single  particle  counting, 
but  we  consider  that  the  serial  counting  brings  about 
the  confirmation  of  the  diagnosis  and  the  progress  of 
the  fat  embolization,  whether  specific  treatment  has  been 
given  or  not. 

Finally,  it  should  be  pointed  out  that  the  areas  of 
investigation  in  fat  embolism,  as  far  as  laboratory  medi- 
cine is  concerned,  will  have  to  be  on  the  evaluation  of 
fat  embolization  in  the  different  types  of  operations  daily 
performed  in  our  hospitals,  particularly  open-heart  sur- 
gery and  joint  replacements,  in  the  prevention  of  the 
clinical  syndrome  on  traumatic  or  surgical  patients,  and 
perhaps  the  assessment  of  fat  embolization  in  sports,  if  it 
occurs  at  all. 
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Pathology  of  Fat  Embolism  and  Its  Significance 


SIMON  SEVITT,  M.D.,  F.R.C.P.I.,  Birmingham , England 


Fat  embolism  is  best  defined  in  morphological  terms 
if  confusion  is  to  be  avoided.  It  is  the  blockage  of  blood 
{vessels  by  fat  globules  too  large  to  pass  along  fine  capil- 
laries. The  emphasis  is  on  blockage  which  separates  the 
embolism  from  lipemia,  in  which  much  of  the  plasma 
fat  is  a fine  emulsion  readily  passing  along  the  smallest 
capillaries.  The  condition  is  a multiple  micro-embolism 
Effecting  numerous  small  vessels,  especially  capillaries. 
Most  emboli  are  between  10  and  40  microns  in  diameter, 
though  the  larger  ones  are  found  only  in  the  lungs.  Fat 
emboli  are  fluid  and  deformable;  they  can  penetrate 
] capillaries  and  hence  occlusion  is  often  temporary  or  in- 
complete or  both.  This  aspect  is  of  great  importance  in 
! understanding  the  effects  of  the  emboli  on  tissues. 

Assessed  histologically,  a significant  degree  of  fat  em- 
bolism is  rare  except  as  a complication  of  trauma,  par- 
ticularly fractures.  However,  minor  degrees  of  pulmonary 
! fat  embolism  may  be  found  at  necropsy  in  a variety  of 
conditions,  including  some  subjects  dying  of  natural 
causes;  then  it  is  trivial  and  incidental,  and  has  no  bear- 
ing on  the  patient’s  illness  or  death.  The  origin  of  these 
emboli  is  uncertain  but  liver  fat  is  a possibility. 

The  present  account  is  necessarily  restricted  and  for 
more  detailed  treatment  the  reader  is  referred  to  other 
writings.1’  2 

Origin  of  the  Emboli  After  Injury 

The  classical  view  of  genesis  dates  from  the  19th  cen- 
tury: the  fat  originates  at  the  site  of  trauma  and,  espe- 
cially, from  the  injured  marrow  of  fractured  bones.  Fat 
cells  are  ruptured  and  the  freed  globules  gain  access 
to  the  circulation  through  small  ruptured  veins.  The 
work  of  Young  and  Griffiths  indicates  that  this  can  occur 
within  the  damaged  marrow  as  a result  of  a local  shift 
in  the  differential  between  extravascular  and  intravenous 
pressures.  With  changes  of  pressure,  even  momentarily, 
the  same  torn  veins  may  bleed  at  one  moment  and  then 
draw  inert  particles  within  the  lumen  (Figure  1 ).  So  the 
globules  become  emboli  and  reach  the  pulmonary  artery 
and  the  lungs.  Emboli  enter  the  lungs  within  minutes  or 
even  seconds  of  the  fracture,  and  lung  embolism  prob- 


ably continues  for  some  hours,  or  a day  or  two,  with 
the  amount  of  fat  in  the  lungs  increasing  during  this 
time.  After  the  initial  abrupt  phase,  the  entrance  of  new 
emboli  into  the  circulation  is  probably  intermittent,  de- 
pending on  the  mobility  and  treatment  of  the  fractures, 
manipulation,  operation,  and  other  local  factors.  This  is 
consistent  with  the  recurrent  episodes  of  subclinical 
hypoxemia,  which  have  been  found  following  fracture 
manipulation  and  surgery. 

Another  view  of  origin  asserts  that  the  emboli  are 
derived  from  the  emulsion  of  fat  in  the  plasma  or  from 
general  depot  stores.  The  emboli  are  said  to  form  within 
the  bloodstream  under  systemic  conditions  promoting 
intravascular  hypercoagulability,  the  process  perhaps  be- 
ing triggered  off  by  the  entry  of  a little  fat  from  the 
injured  area.  The  evidence  in  favor  of  a marrow  origin 
is  substantial:  it  includes  the  high  frequency  of  lung 
embolism  by  both  bone  marrow  fragments  and  fat  glob- 
ules in  those  who  succumb  within  hours  of  fractures, 
the  close  necropsy  relationship  between  large  numbers 
of  lung  emboli,  and  the  multiplicity  or  severity  of  frac- 
tures. On  the  other  hand,  the  absence  or  scarcity  of  fat 
emboli  in  patients  without  fractures,  as  well  as  in  those 
subjected  to  severe  stress,  hypercoagulability,  extensive 
burns,  or  gross  hemorrhage  is  also  a fact.  Furthermore, 
experimental  observations  in  dogs  revealed  that  the  fat 
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Figure  1.  Mode  of  entry  of  fat  globules  into  torn  veins 
in  damaged  bone  marrow. 
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washed  from  the  lung  vessels  after  femoral  fractures 
had  the  chemical  composition  of  marrow  fat,  not  that  of 
blood  fat. 

There  is  no  satisfactory  evidence  that  fat  emboli  after 
trauma  are  derived  from  a source  other  than  the  site  of 
injury,  particularly  the  marrow  fat  of  fractured  bones. 
Direct  venous  entry  is  the  main,  probably  the  sole  means 
of  access  to  the  blood  stream. 

Pulmonary  Fa!  Embolism 

The  pulmonary  embolism  may  occur  by  itself  or  in 
association  with  systemic  fat  embolism.  Fat  embolism 
in  the  lungs  is  very  common,  possibly  universal  after 
fractures,  and  is  often  histologically  impressive  at 
necropsy.  Many  lung  emboli  are  between  20  and  40  mi- 
crons in  diameter,  though  sometimes  smaller  ones  are  nu- 
merous. They  are  seen  as  globules  in  arterioles  and  larger 
vessels,  and  as  compressed  oval  or  sausage-shaped  bodies 
in  alveolar  capillaries  or  broken  up  into  smaller  globules 
(Figure  2).  Hundreds  or  thousands  of  emboli  per  square 
centimeter  of  section  are  present  in  heavily  embolized 
lungs.  The  sausage  shape  is  due  to  deformation  after 
penetration  into  narrow  alveolar  capillaries,  too  narrow 
to  admit  them  as  spheres.  Some  emboli  are  liberated  into 
alveolar  spaces,  and  this  is  the  source  of  emboli  found  in 
sputum.  In  paraffin  sections  the  emboli  are  manifest 
only  as  dissolved-out  spaces. 

The  lesions  produced  by  lung  emboli  are  not  easy  to 
assess  or  interpret.  Small  foci  of  intra-alveolar  hemor- 
rhage and  proteinaceous  edema  are  quite  frequently  as- 
sociated, but  they  are  also  not  infrequent  in  patients 
dying  with  fractures  or  other  injury  with  few  or  even 


no  lung  emboli.  The  lung  changes  are  less  inconstant  in 
subjects  dying  with  a combination  of  considerable  pul- 
monary fat  embolism  and  many  emboli  in  the  systemic 
(including  cerebral)  microcirculation.  Then  lung  weight 
is  increased  considerably  in  many  cases,  edema  is  the 
rule,  and  parts  of  the  lung  may  be  hemorrhagic.  These 
changes  seem  mechanical  in  origin  following  intravascu- 
lar obstruction.  Secondary  inflammatory  changes  may  also 
be  found.  In  a minority  of  subjects  the  lungs  become 
heavy,  dark-red,  and  solid  from  a considerable  hemor- 
rhagic edema,  the  latter  involving  alveolar  sacs  and 
interstitial  tissue.  This  appearance  in  man  and  a sim- 
ilar state  produced  in  rabbits,  by  intravenous  injec- 
tion of  a small  amount  of  hydrolysed  fat  or  fatty  acids, 
is  the  basis  of  the  theory  that  the  lung  emboli  may  have 
exerted  a chemical-toxic  action,  due  to  local  liberation  of 
free  fatty  acids  from  the  triglycerides  of  the  emboli.  A 
modification  of  this  view,  as  proposed  by  Peltier,  is 
that  there  is  an  early  mechanical  phase  of  action  of  the 
emboli  followed  by  a chemical  inflammatory  phase,  the 
latter  due  to  the  liberation  of  fatty  acids  through  pul- 
monary lipase  activity  on  emboli.  Merit  in  the  chemical- 
toxic  theory  is  likely  to  be  confined  to  an  action  on  the 
lungs,  because  any  lesions  in  systemic  organs  are  essen- 
tially non-inflammatory  (vide  infra).  The  concept  of 
chemical  action  has  not  been  substantiated  or  refuted  as 
yet,  and  is  still  sub  judice. 

Experimental  lung  embolism  following  the  intravenous 
injection  of  depot  fat,  triolein,  or  vegetable  oils  has  so 
far  been  of  limited  value.  Collins  and  Caldwell  showed 
that  the  smallest  intravenous  dose  which  produces  hy- 
poxemia in  rabbits  was  0.2  ml/kg;  but  in  our  experience 


Figure  2.  Fat  emboli  (black)  in  alveolar  capillaries.  Frozen  section  of 
lung,  oil  red  O. 
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this  dose  produced  an  enormous  degree  of  lung  em- 
bolism, rarely  if  ever  seen  in  man.  Moreover,  multiple 
peripherally-located  hemorrhagic-edematous  lesions  are 
found,  at  least  some  of  which  are  infarcts  or  semi-in- 
farcts, and  these  are  associated  with  a local  holdup  of 
enormous  numbers  of  emboli.  These  lesions  differ  from 
the  widespread  small  focal  hemorrhage  and  edema  which, 
in  man,  characterize  the  majority  of  lungs  with  many 
fat  emboli.  Further,  triolein  injection  can  be  associated 
with  tiny  foci  of  necrotizing  vasculitis  in  the  lung  and 
subsequent  minute  granulomas,  features  not  seen  in  hu- 
man lungs  with  fat  emboli.  These  may  result  from 
contaminating  oleic  acids. 

Our  studies  in  Birmingham  indicate  that  lung  pathol- 
ogy is  often  complex.  Sometimes  the  gross  hemorrhagic 
edema  is  associated  with  bacterial  pneumonia.  Further, 
in  some  subjects,  the  lungs  show  a well-defined  hyaline- 
membrane  or  proliferative  form  of  aseptic  pneumonitis, 
attributable  to  the  toxic  effects  of  high  concentrations  of 
oxygen  given  therapeutically  for  hypoxia.  Consequently, 
the  lung  pathology  of  fat  embolism  requires  further 
study  in  man  and  reevaluation  experimentally,  to  help 
decide  the  mechanism  of  the  hemorrhagic  lung  edema, 
including  whether  chemical  irritation  from  lipolytic 
products  of  emboli  can  be  accepted  as  its  cause. 

Subclinical  Hypoxemia 

One  of  the  major  paradoxes  of  fat  embolism  is  the 
low  frequency  of  early  respiratory  symptoms  in  patients 
with  fractures  and  the  high  frequency  of  lung  embolism 
seen  histologically.  This  conflict  has  been  partly  resolved 
by  the  demonstration  in  recent  years  of  a frequent  early 
subclinical  hypoxemia  in  fracture  patients,  especially 
those  with  fractures  of  the  tibia,  femoral  shaft,  and 
pelvis  (Figure  3).  Most  of  the  affected  subjects  are  al- 
ready hypoxemic  on  admission  to  hospital  (within  one- 
half  hour  of  fracture)  ; the  arterial  P02  often  falls  to 
60  or  70  mm  Hg,  and  the  episode  usually  lasts  two  or 
three  days.  It  may  last  longer  with  manipulation  or 
surgery,  or  return  for  a while.  The  hypoxemia  is  not 
associated  with  C02  retention,  and  it  is  subclinical  be- 
cause the  arterial  oxy-Hb  saturation  is  not  significantly 
lowered  at  these  levels  of  POo.  This  inapparent  hy- 
poxemia was  found  in  60  per  cent  of  50  fracture- 
patients  studied  in  Birmingham. 

The  time  relations  of  the  episode  are  consistent  with 
the  rapidity  with  which  emboli  accumulate  in  lung  ves- 
sels and  the  period  of  their  maximum  appearance. 
Pulmonary  fat  embolism  is  the  most  likely  candidate, 
though  it  cannot  be  assumed  to  be  entirely  responsible 
for  the  hypoxemia  in  all  cases.  Pulmonary  microthrombo- 
emboli  which  are  common  in  injured  subjects,  and  other 
factors,  may  contribute.  Granting  that  fat  embolism  is 
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Figure  3 . Subclinical  hypoxemia  in  a patient  with  a frac- 
tured tibia. 

mainly  responsible,  it  remains  to  be  explained  why  the 
embolism  does  not  produce  hypoxemia  in  other  frac- 
ture cases  of  seemingly  equal  severity.  Since  the  hy- 
poxemia probably  results  from  a degree  of  veno-arterial 
admixture  related  to  small  foci  of  alveolar  hemorrhage 
and  edema  secondary  to  the  embolism,  variations  in  their 
degree  and  extent  may  account  for  the  differences.  How- 
ever, this  needs  to  be  substantiated. 

Hypoxemia  in  Clinical  Fat  Embolism 

Patients  with  clinical  evidence  of  fat  embolism  often 
combine  serious  hypoxemia  (POo  below  50  mm  Hg) 
with  features  of  disseminated  embolic  blockage  in  the 
brain,  skin,  and  other  systemic  tissues.  The  combination 
is  important,  and  it  is  among  the  minority  with  both 
pulmonary  and  systemic  fat  embolism  that  clinical  effects 
generally  arise.  The  hypoxemia  results  from  an  increased 
pulmonary  veno-arterial  admixture,  and  cardiorespiratory 
studies  indicate  that  the  admixture  of  venous  blood  in 
clinical  fat  embolism  cases  corresponds  to  between  20 
and  50  per  cent  of  the  cardiac  output.  There  is  also  a 
factors,  may  contribute.  Granting  that  fat  embolism  is 
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about  50  per  cent  of  the  total  tidal  volume.  Perfusion 
disturbances  through  arteriolar  and  alveolar  capillary 
blockage  by  emboli  can  account  for  the  increased  alveolar 
dead  space  (ventilated  but  underperfused  alveoli)  but 
not  for  hypoxemia.  The  mixing  of  venous  and  arterial 
blood  in  the  lungs  responsible  for  the  hypoxemia  must 
be  due  to  other  causes.  Three  are  theoretically  possible: 

(1)  Extensive  alveolar  consolidation  by  hemorrhage  or 
edema  producing  non-ventilated  but  perfused  alveoli; 

(2)  Considerable  precapillary  shunting  of  blood  from 
the  pulmonary  to  the  systemic  circulation;  and  (3)  Mul- 
tiple foci  of  dilated  alveolar  capillaries  permitting  a local 
acceleration  of  blood  flow  beyond  the  capacity  of  full 
oxygenation  of  the  speeding  red  cells.  The  balance  be- 
tween these  explanations  needs  further  study,  but  the 
frequent  coexistence  of  hypoxemia  and  systemic  passage 
of  emboli  supports  the  second  and  third  possibilities. 
Precapillary  shunting  would  permit  both  veno-arterial 
admixture  and  enhanced  passage  of  emboli,  while  dilated 
alveolar  capillaries  could  have  a similar  effect.  Alveolar 
consolidation  by  itself  would  not  increase  the  passage 
of  emboli  to  the  aorta,  though  it  would  worsen  the 
hypoxemia. 

A concept  of  two  possibilities  relating  to  the  lung 
passage  of  emboli  is  outlined  in  Figure  4 . In  A,  a 
minority  of  subjects,  clinical  effects  of  embolism  espe- 
cially hypoxemia  and  cerebral  (systemic)  embolism  de- 
velop, while  these  are  absent  in  B.  Figure  6B  indicates 
the  sole  course  of  emboli  when  there  are  no  clinical 
effects.  Both  A and  B are  suggested  pathways  when 
clinical  effects  ensue.  The  thin  lines  in  A indicate  that 
a proportion  of  the  blood  and  of  the  emboli  reaching 
the  lungs  pass  into  the  systemic  circulation  via  pre- 
capillary (pulmonary-bronchial  anastomoses),  though 
very  rapid  flow  through  foci  of  excessively  dilated  al- 
veolar capillaries  might  produce  the  same  effect. 

Passage  of  Emboli  Through  the  Lungs 

The  dynamics  of  the  passage  of  emboli  through  the 
lungs  are  of  great  importance.  They  contain  the  seeds  of 
understanding  which  may  lead  to  progress  in  a number 
of  directions,  including  the  possibility  of  preventing  or 
reducing  the  clinical  effects  of  embolism.  Unfortunately, 
little  is  known  of  the  pulmonary  factors  concerned. 
Utilizing  a model  of  tubes  to  mimic  the  lung  circula- 
tion and  water  flowing  at  constant  pressure,  Gee  found 
that  when  oil  was  injected  into  the  system,  most  of  the 
smallest  tubes  (capillaries)  became  blocked,  but  enough 
remained  open  to  allow  a free  flow  of  water,  and  oil  did 
not  pass  through  the  tubes.  When  larger  patent  tubes 
were  clamped,  oil  was  expelled  en  masse  from  many 
blocked  tubes,  thereby  reestablishing  a flow  of  water.  If 
the  clamping  is  regarded  as  a local  vasoconstriction,  the 
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Figure  4.  Hypothesis  relating  pulmonary  fat  embolism 
after  fractures  to  the  presence  (A)  or  absence  (B)  of  the 
clinical  syndrome. 


movement  of  oil  elsewhere  might  be  regarded  as  the 
simulation  of  a shunting  process. 

The  factors  which  may  predispose  to  an  enhanced 
passage  of  emboli  through  the  lungs  have  been  discussed 
elsewhere.2  They  include  large  numbers  of  lung  emboli, 
limitations  of  the  filtering  capacity  of  the  lungs,  a phase 
of  shock,  a rise  of  pulmonary  artery  pressure,  pulmonary 
vasoconstriction,  hypoxia,  and  possibly  preexisting  pul- 
monary disease.  Not  all  may  be  essential  in  individual 
cases.  It  is  postulated  that  under  conditions  of  down- 
stream pulmonary  blockage  by  many  emboli  and  in  the 
face  of  continuing  embolism,  the  interrelationship  be- 
tween the  various  features  may  precipitate  lung  shunting 
or  focal  dilatation  of  alveolar  capillaries,  thereby  pro- 
moting the  onset  of  a vicious  circle  which  favors  both 
systemic  passage  and  hypoxemia  through  venoarterial 
admixture.  The  experimental  demonstration  by  Mol- 
enaar  and  by  Szabo  and  colleagues  following  the  in- 
travenous injection  of  fat,  that  the  breathing  of  oxygen 
reduces  pulmonary  hypertension,  hypoxemia,  systemic 
embolism  and  mortality,  is  of  considerable  theoretical 
importance.  It  points  to  the  breaking  of  the  vicious  cir- 
cle promoting  hypoxemia  and  lung  passage  of  emboli. 
It  also  suggests  the  possible  virtue  of  early  oxygen  ad- 
ministration in  suitable  subjects  with  fractures  as  a 
prophylactic  measure  in  preventing  the  onset  of  clinical 
fat  embolism. 

Systemic  Fat  Embolism 

Lung  emboli  are  the  immediate  source  of  those  reach- 
ing the  systemic  circulation.  Having  reached  the  aorta, 
the  distribution  of  emboli  between  organs  depends  on 
the  distribution  of  the  cardiac  output  then  prevailing, 
and  within  organs  in  anatomical  peculiarities  of  blood 
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I supply.  Every  organ  and  tissue  is  affected ; but  the  con- 
siderable blood  supply  to  the  brain  and  kidney  explains 
why  so  many  emboli  are  found  in  these  organs,  and  the 
main  portal  system  of  supply  to  the  liver  and  anterior 
pituitary  gland  explains  why  they  are  relatively  spared. 
The  frequency  of  systemic  involvement  as  judged  histo- 
logically at  necropsy  is  related  to  the  histological  degree 
of  pulmonary  fat  embolism,  and  hence  to  the  severity 
and  multiplicity  of  fractures,  with  certain  exceptions. 

Emboli  break  up  into  smaller  globules  as  they  pene- 
trate capillaries.  This  occurs  initially  in  the  lung  and 
explains  why  emboli  in  the  kidney  and  brain,  for  ex- 
ample, are  generally  smaller  than  those  in  the  lungs. 
After  a temporary  hold-up  in  systemic  capillaries,  the 
emboli  pass  into  veins  and  return  to  the  lung.  The  cycle 
is  repeated  again  and  again,  and  thereby  the  globules 
become  smaller  and  smaller  until  they  are  no  longer 
embolic.  When  they  approach  lipomicron  size,  they  are 
readily  removed  from  the  blood  by  phagocytic  system 
in  the  liver  and  elsewhere. 

Mode  of  Action  of  Systemic  Emboli 

Any  pathological  effects  which  occur  are  due  to  tem- 
porary occlusion  of  small  vessels  by  liquid  deformable 
emboli.  The  small  size  of  the  emboli,  the  extent  of 
small-vessel  anastomoses,  and  the  inherent  resistance  or 
susceptibility  to  short  periods  of  ischemic  hypoxia  de- 
termine the  presence  or  absence  of  lesions.  Therefore, 
the  brain  is  most  susceptible  to  micro-infarcts  and  anoxia 


followed  by  myocardium,  while  the  organs  with  more 
anastomosis,  such  as  the  skin  and  lungs,  do  not  suffer 
micro-infarctions  to  the  same  extent.  The  absence  of 
inflammation  and  toxic  necrotizing  effects  on  endothe- 
lium is  against  a chemical-toxic  action  of  emboli  in  the 
brain,  myocardium,  kidneys,  and  other  systemic  organs. 

Pathology  of  Systemic  Embolism 

Emboli  produce  no  histological  changes  in  most  or- 
gans apart  from  the  possibility  of  a few  petechiae  from 
capillary  rupture.  Petechiae  may  develop  in  the  skin, 
mucous  membranes,  eye,  heart,  brain,  and  less  often 
elsewhere.  Foci  of  degeneration  may  appear  in  the  myo- 
cardium and  focal  necroses  in  the  brain.  The  brain  is 
the  most  important  organ  affected. 

The  Brain 

Characteristically,  there  is  a widespread  petechial  erup- 
tion in  the  white  matter  of  the  cerebral  and  cerebellar 
hemispheres,  and  scattered  petechiae  in  white  matter  in 
the  mid-  and  hind-brain  and  spinal  cord  ( Figure  5). 
The  gray  matter  is  usually  spared  macroscopically.  How- 
ever, it  is  important  for  the  pathologist  to  recognize  that 
petechiae  can  be  few  or  even  entirely  absent  in  brain 
with  many  fat  emboli,  especially  when  survival  is  short. 
In  the  right  clinical  and  pathological  setting,  petechiae  in 
the  brain  are  indicative  of  fat  embolism  but  they  are  not 
diagnostic,  since  other  causes  like  cerebral  trauma  may 
be  responsible.  Conversely,  the  absence  of  petechiae  does 


Figure  5.  Gross  petechial  eruption  from  fat  embolism  in  the  white  matter  of  the  cerebrum. 
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not  indicate  an  absence  of  cerebral  fat  embolism.  Frozen 
brain  sections  are  used  to  decide  the  diagnosis  of  whether 
or  not  petechiae  are  present. 

Histology 

The  important  microscopic  features  are:  (1)  fat  em- 
boli; (2)  ball  and  ring  hemorrhagic  micro-infarcts  re- 
lated to  emboli;  and  (3)  ischemic  foci  of  degeneration 
or  necrosis. 

The  diagnostic  feature  is  embolic  intravascular  fat  in 
the  lumen  of  minute  vessels  of  the  brain  ( Figure  6). 
Emboli  are  widely  distributed  throughout  the  whole  of 
the  central  nervous  system,  the  gray  and  white  matter 
peripherally  and  centrally,  as  well  as  the  choroid  plex- 
uses. They  are  most  numerous  in  gray  matter  and  less 
numerous  in  white  matter,  the  opposite  of  lesions  (vide 
infra).  Density  of  emboli  varies  considerably;  they  may 
be  relatively  few  or  numerous,  though  rarely  as  numerous 
as  emboli  in  the  lungs. 

Hemorrhagic  lesions  consist  of  ball,  ring,  and  peri- 
vascular hemorrhages.  Ring  hemorrhages  are  round  or 
oval  in  cross  section,  and  show  a zone  of  extravasated 
red  cells  around  a focus  of  degenerate  or  necrotic  brain 
substance.  They  often  contain  a central  arteriole  within 
which  a fat  embolus  may  be  visible.  They  are  clearly 
hemorrhagic  micro-infarcts.  Infiltration  by  a few  leu- 
cocytes and  microglial  cells  containing  iron  pigment  is 
found  in  lesions  older  than  two  or  three  days,  and 
flecks  of  fibrin  may  also  be  present  centrally.  Recent 
lesions  show  no  evidence  of  inflammation. 

Ischemic  lesions  are  invisible  to  the  naked  eye.  In 
conventional  preparations  they  appear  as  rarefied,  vacuo- 


lated foci  in  white  matter,  the  so-called  status  spongiosus. 
They  range  in  size  from  50  micra  to  1 or  2 mm  in 
diameter,  the  larger  lesions  representing  fusion  of  smaller 
ones.  They  may  be  outnumbered  by  hemorrhagic  foci, 
but  sometimes  they  are  dominant  and  occasionally  are 
the  only  lesions  found.  Ischemic  lesions  usually  pre- 
dominate in  peripheral  white  matter,  but  they  may  also 
involve  gray  matter  and  occasionally  large  numbers  of 
tiny  pale  lesions  are  present  in  the  cortex.  Structurally, 
ischemic  lesions  range  from  foci  of  total  necrosis  to 
ones  of  partial  demyelination  without  necrosis.  Some 
are  obviously  irreversible  but  others  may  be  partly  re- 
versible. Differences  in  viability  are  probably  explained 
by  variations  in  the  duration  or  completeness  of  embolic 
vascular  lodgment  and  consequent  local  ischemia. 

Tissue  lesions  predominate  in  white  matter,  whereas 
fat  emboli  predominate  in  gray  matter.  Dominance  of 
emboli  in  gray  matter  is  due  to  its  rich  capillary  bed 
and  the  relative  scarcity  of  lesions  to  its  numerous  capil- 
lary anastomoses,  even  though  gray  matter  is  particularly 
sensitive  to  anoxia.  The  susceptibility  of  the  white  matter 
to  lesions,  in  spite  of  the  lesser  number  of  emboli  it 
receives,  is  related  to  fewer  capillary  anastomoses. 

Little  is  known  of  the  final  outcome  of  the  cerebral 
lesions  of  fat  embolism.  Histological  studies  in  survivors 
of  clinical  fat  embolism  who  died  months  or  years  later 
from  other  causes  have  shown  old  demyelination  in  the 
cerebral  white  matter  infiltrated  by  microglia  and  other 
cells,  some  laden  with  hemosiderin  and  undergoing 
gliosis. 

Cerebral  embolism  can  undoubtedly  produce  symp- 
toms and  cause  death  probably  through  involvement  of 


Figure  6.  Fat  emboli  (black)  in  the  cerebral  cortex.  Some  are  elongated  and  distorted. 
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the  brainstem.  It  has  been  suggested  that  brain  lesions 
and  symptoms  are  due  to  generalized  hypoxemia.  This 
is  not  so,  because  delirium,  and  especially  coma,  are 
rarely  influenced  by  breathing  oxygen,  and  the  multi- 
focal disseminated  brain  lesions  of  fat  embolism  are 
unlike  those  due  to  cerebral  hypoxia.  Histologically,  they 
are  related  to  embolic  blockage  and  have  been  repro- 
duced experimentally  by  injection  of  fat.  On  the  other 
hand,  the  mental  state  of  some  subjects  with  clinical 
embolism  is  improved  by  oxygen  therapy,  which  suggests 
that  hypoxemia  may  worsen  cerebral  ischemic  hypoxia 
from  embolic  blockage. 

The  Heart 

Generally,  the  heart  shows  no  gross  change,  though 
occasionally  multiple  small  hemorrhages  are  seen  in 
epicardium,  under  the  endocardium,  and  in  the  myo- 
cardium. 

In  frozen  sections,  fat  emboli  are  found  in  the  net- 
work of  capillaries  between  muscle  fibers  and  elsewhere. 
Usually,  they  are  relatively  few,  but  they  can  be  quite 
numerous  in  subjects  with  heavy  systemic  embolism.  The 
characteristic  lesions  are  microscopic  foci  of  fatty  de- 
generation of  muscle  fibers  around  embolic  fat  droplets. 
The  affected  sarcoplasm  is  packed  with  many  minute 
fatty  droplets  which  tend  to  obscure  transverse  striations. 
The  fatty  change  is  due  to  anoxic  degeneration,  ischemic 
in  origin  due  to  embolic  occlusion.  It  occurs  because 
heart  muscle  is  sensitive  to  a reduction  in  its  blood 
supply,  but  less  so  than  the  brain.  The  lesions  are  not 
infarcts  and  they  are  reversible. 

The  Kidney 

Macroscopically,  there  is  little  of  note.  The  dominant 
microscopic  feature  is  the  presence  of  fat  emboli  con- 
gregated in  glomerular  capillaries.  Emboli  may  also  be 
seen  in  peritubular  capillaries,  but  they  are  relatively 
few.  Occasionally,  the  great  majority  of  glomeruli  con- 
tain many  emboli,  while  in  slight  embolism  only  a small 
minority  contain  emboli  (1  or  2 per  affected  glomeru- 
lus) . In  between  these  extremes  are  the  majority  of 
cases.  Neither  necrosis  of  nor  inflammatory  changes  are 
present  even  when  emboli  are  very  numerous. 

The  degree  of  renal  embolism  is  a good  index  of 
systemic  embolism,  and  in  most  subjects  is  closely  related 
to  the  degree  of  cerebral  embolism.  There  are,  however, 
exceptions  to  this  general  rule.  For  example,  a relatively 
minor  renal  embolism  with  considerable  numbers  of 
brain  emboli  may  be  due  to  renal  vasoconstriction  follow- 
ing hemorrhage.  Nevertheless,  renal  blood  flow  is  so 
large  that  its  reduction  to  even  a fraction  of  normal 
rarely  prevents  emboli  reaching  the  glomeruli. 

A few  glomeruli  may  contain  fibrin-thrombi,  but  the 


association  with  glomerular  fat  embolism  is  not  neces- 
sarily causal. 

Renal  fat  embolism  is  occasionally  associated  with 
posttraumatic  renal  failure  or  tubular  necrosis  or  both, 
but  this  association  is  not  causal.  There  is  no  evidence 
that  fat  embolism  produces  renal  insufficiency  or  tubular 
necrosis. 

Skin 

Some  cases  develop  a petechial  rash  mainly  over  the 
shoulders  and  front  of  the  chest  and  neck.  Biopsies  of 
affected  skin  demonstrate  fat  emboli  in  dermal  capil- 
laries, especially  the  superficial  capillary  plexus,  often 
located  near  local  extravasations  of  red  cells. 

The  following  procedure  is  recommended  to  over- 
come false  negative  results  from  technical  difficulties. 
Blocks  of  skin  about  0.5  x 2 cm  containing  petechiae 
are  excised,  pinned  on  a piece  of  corkboard,  and  fixed 
overnight  in  formol-saline.  Subdermal  and  subcutaneous 
adipose  tissue  is  then  closely  removed  from  the  dermis 
to  reduce  artefacts.  The  block  of  skin  is  trimmed  to: 
expose  petechiae  along  one  edge,  and  is  embedded  in 
gelatin.  About  a dozen  sections  are  cut  at  15  microns 
and  stained  with  oil  red  O.  Several  sections  are  usually 
required  to  demonstrate  unequivocable  embolic  fat,  and 
emboli  are  seen  best  in  the  superficial  dermal  capillary 
plexus. 

It  has  been  suggested  that  the  petechial  skin  rash  is 
related  to  acute  thrombocytopenia  induced  by  fat  em- 
bolism, and  not  to  embolic  blockage  of  skin  vessels. 
The  blood  platelet  count  falls  after  experimental  in- 
jection of  tissue  fat  (due  to  coagulative  effects  of  the 
associated  thromboplastin),  but  it  also  falls  in  severely 
injured  and  burned  subjects  who  have  no  evidence  of 
fat  embolism  and  no  skin  petechiae.  Thus,  a direct  cause 
and  effect  relationship  is  unlikely.  Nevertheless,  throm- 
bocytopenia may  favor  the  appearance  of  petechiae  when 
there  is  embolic  blockage  of  skin  vessels. 

Pituitary  Gland 

There  are  always  far  more  emboli  in  the  posterior 
than  the  anterior  lobes ; the  density  is  often  greater  than 
in  the  cerebral  gray  matter,  and  more  or  less  parallels 
that  found  in  the  kidney.  Lesions  are  absent,  apart  from 
a few  petechial  hemorrhages.  The  large  number  of  em- 
boli in  the  pars  posterior  is  an  index  of  its  considerable 
blood  supply. 

A few  cases  of  disturbed  posterior  pituitary  function, 
especially  diabetes  insipidus,  have  been  reported  in  pa- 
tients with  clinical  fat  embolism.  The  condition  is  in- 
frequent and  temporary. 

( Continued  on  page  316) 


Alcohol  in  Fat  Embolism 


Use  of  Alcohol  by  Intermittent  Positive  Pressure  Breathing 

G.  WILLIAM  NICE,  M.D.,  Topeka 


Alcohol  use  both  by  oral  and  by  intravenous  routes 
has  been  well  known  both  in  research  and  as  treatment 
of  fat  embolism  since  1933. 4*  2 Many  statements  both 
pro  and  con  have  since  been  recorded.3  However,  the 
use  of  alcohol  by  intermittent  positive  pressure  breathing 
(IPPB)  has  not  been  well  documented,  and  deserves 
explanation. 

The  more  familiar  physiological  actions  of  alcohol 
are: 

1.  Inhibition  of  lipase,  thus  decreasing  the  amount  of 
enzyme  available  for  hydrolysis  of  neutral  fats  to  toxic 
fatty  acids. 

2.  Speeding  up  of  replacement  of  surfactant  in  the 
injured  lung.4  Surfactant’s  life  is  apparently  a few 
hours,5  and  replacement  is  necessary  for  normal  gas 
exchange. 

3.  Reduction  in  surface  tension  in  pulmonary  edema, 
causing  the  bubbles  in  the  bronchi  and  bronchioles  to 
burst,  thereby  allowing  oxygen  to  enter  more  easily. 
Ethyl  alcohol  may  be  given  by  nebulizer,  but  clinically 
it  is  much  more  effective  if  given  by  IPPB.  The  70  per 
cent  ethyl  alcohol  produces  a somewhat  faster  decrease 
in  pulmonary  edema,  but  because  of  its  irritating  and 
explosive  nature,  30  per  cent  ethyl  alcohol  is  preferred. 

4.  Dilation  of  blood  vessels  from  flush  to  shock  level.6 
This  is  probably  due  to  central  vasomotor  depression. 

5.  Cooling  by  evaporation.7 

6.  Irritant.7  In  concentrations  of  over  40  per  cent, 
it  is  especially  irritating  to  mucous  membranes  of  the 
respiratory  tract. 

7.  Astringent.7 

8.  Solvent. 

9.  Denatures  protein  by  dehydration  and  precipitation 
(germicidal) . 

10.  Increases  saliva  and  gastric  juice;7  produces  sali- 
vation from  mild  local  irritation;  the  gastric  secretion 
in  the  distal  stomach  and  duodenum  is  probably  a psychic 
effect. 

11.  Concentrations  of  alcohol  above  15  per  cent  in- 
hibit motility  and  secretions  of  the  stomach  and  are 
irritating  to  the  mucosa.7  The  emetic  effect  is  the  same 
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in  IV  alcohol  (120  mg/100  cc),  which  indicates  that 
the  emetic  action  is  probably  due  to  the  effect  of  the 
central  nervous  system  (CNS) . 

12.  One  or  two  ounces  of  whiskey  will  usually  pro- 
duce a rise  in  blood  pressure,  a slight  acceleration  of 
pulse  rate,  and  a small  increase  in  cardiac  output.  Much 
larger  doses  have  the  opposite  effect. 


Results  of  treatment  of  posttraumatic  fat 
embolism  and  a case  of  amniotic  fat  em- 
bolism by  use  of  intermittent  positive  pres- 
sure breathing  with  30  per  cent  etbvl  al- 
cohol are  presented. 


13.  Increases  urine  output,  which  is  usually  a result 
of  CNS  depression.6  Alcohol  inhibits  release  of  anti- 
diuretic hormone  (ADH)  of  the  pituitary. 

14.  Alcohol  in  moderate  doses  is  not  harmful  to  the 
function  of  a normal  or  even  a diseased  kidney,  except 
possibly  for  the  arteriosclerotic  kidney. 

15.  A marked  reduction  of  liver  glycogen  and  an 
increase  in  liver  fat.  This  is  associated  with  a pronounced 
inhibition  of  gluconeogenesis. 

16.  Depresses  the  nervous  system,  beginning  with 
the  higher  functions  and  later  extending  to  more  vege- 
tative mechanisms.  Respiration  may  be  increased  at  first, 
then  depressed.  Vision  may  be  impaired,  then  euphoria,  j 
muscular  incoordination,  and  removal  of  inhibitions  I 
follow. 

The  effect  of  alcohol  is  dependent  on  many  factors, 
including  blood  level,  difference  in  personal  alcohol  use, 
and  effect  in  different  tissues.  The  distribution  is  con- 
trolled by:  (1)  High  diffusibility — due  to  the  low 

molecular  weight  (one-fourth  that  of  glucose)  it  passes 
rapidly  through  body  membranes;  (2)  Complete  solu- 
bility in  water — its  distribution  in  the  body  parallels  the 
water  content  of  each  tissue  or  fluid.  Due  to  the  high 
diffusibility,  the  blood  alcohol  to  alveolar  air  constant 
is  2,100:1.  Therefore,  alcohol  given  by  IPPB  is  rapidly 
absorbed  into  the  bloodstream. 

There  are  certain  solutions  that  are  compatible  or 
incompatible  when  given  with  alcohol.11  Compatible 
solutions  include:  dextrose,  invert  sugar,  sodium  chloride 
injections,  and  protein  hydrolysate.  Among  incompatible 
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I solutions  are:  lactated  Ringer's  injection,  plasmanate, 
and  Ringer’s  injection. 

Certain  drugs  may  produce  a potentially  lethal  reaction 
when  given  with  alcohol.  Some  of  these  are : barbiturates, 
carbamazepine  (Tegretol),  chloral  hydrate,  disulfiram 
and  other  acetaldehyde-dehydrogenase  inhibitors  (Anta- 
buse, Diabenese),  insulin,  meprobamate,  methotrexate, 
morphine  and  narcotic  analgesics,  muscle  relaxants,  ni- 
trates and  nitrites,  sedatives  and  hypnotics,  tricyclic  anti- 
depressants and  Flagyl  (metronidazole) . 

Small  amounts  of  alcohol  may  cause  severe  pain  in 
15  per  cent  of  patients  with  Hodgkin’s  disease,  so  al- 
cohol should  be  used  with  caution  in  patients  with  this 
condition. 

Several  laboratory  tests  are  altered  by  alcohol.  A few 
of  the  more  common  ones  are:  amylase  (high),  uric 
acid  (high),  liver  function  tests,  blood  glucose  (high 
or  low),  serum  magnesium  (usually  low),  BUN,  cre- 
atinine, electrolytes,  blood  gases,  electrocardiogram,  and 
porphyrins  (high).  Therefore,  it  is  better  to  check 
twice  before  treating  "diseases”  which  are  laboratory 
artifacts  caused  by  alcohol. 

Before  entering  into  the  methods  of  alcohol  adminis- 
tration in  fat  embolism,  I would  like  to  review  some 
concepts  on  which  we  base  our  therapeutic  approach. 

Fat  embolism  occurs  with  f ractures  of  long  bones,8-  9 
injuries  without  fracture,  fatty  liver,  alcoholism,  burns, 
pneumonia,  diabetes,  osteomyelitis,  blood  transfusions, 
gas  bacillus  infections,  eclampsia,  postpartum  amniotic 
embolism,  cardiac  resuscitation,  poisoning,  surgery,  car- 
diopulmonary bypass,  as  well  as  with  renal  homotrans- 
plantation. 

There  are  two  clinical  phases  of  fat  embolism:  (1) 
Mechanical — manifested  by  acute  cardiopulmonary  signs, 
air  hunger,  fever,  tachycardia,  cyanosis,  acute  right  heart 
strain,  and  cardiac  arrhythmia;  (2)  Chemical — produc- 
ing diffuse  CNS  symptoms,  restlessness,  drowsiness,  and 
confusion. 

These  manifestations  usually  develop  from  a few 
minutes  to  four  or  five  days,  and  are  frequently  accom- 
panied by  petechiae,  Purtscher’s  sign,  and  renal  dys- 
function. 

The  laboratory  data  include  a positive  cryostat  test, 
decreased  hemoglobin  and  platelet  count,  increased 
serum  lipase,  the  arterial  P02  usually  below  60  mm  Hg. 
The  chest  x-ray  may  reveal  infiltrate  in  one  or  both 
lungs;  the  lung  scan  may  indicate  diminished  perfusion; 
a skin  biopsy  or  needle  biopsy  of  the  kidney  may  demon- 
strate fat  embolism ; the  EKG  may  show  arrhythmia  or 
right  heart  strain ; the  EEG  may  reveal  diffuse  dys- 
rhythmia over  the  entire  brain. 

The  diagnosis  of  fat  embolism  may  be  summarized  by 
using  the  following  chart: 

1 


Trauma  with  fracture 2 

Fever  1 

Tachycardia  1 

Tachypnea  1 

Petechiae  2 

Cyanosis 2 

Purtscher’s  sign  in  eye 4 

Positive  frozen  section  of  blood 4 

Drop  in  hemoglobin  2 

Arterial  P02  below  60  with  no  fracture 2 

Arterial  P02  below  60  with  fracture 4 

Drop  in  platelets  1 

Fat  in  urine  2 

Fat  in  sputum 1 

Chest  x-ray  or  lung  scan  diagnostic  of  fat  embolism  ....  3 


12  points  Suggestive 

16  points  Probable 

20  points  Diagnostic  until  proven  otherwise 


It  may  be  helpful  to  consider  the  "6  Ts”  and  ”6  Ps.” 
The  "6  Ts” — THINK  of  fat  embolism — are: 

1.  Trauma. 

2.  Temperature  elevation. 

3.  Tachycardia. 

4.  Tachypnea. 

5.  Thought  disorder. 

6.  Tailspin. 

The  "6  Ps” — POSITIVE  diagnosis  of  fat  embolism — 
are: 

1.  Arterial  TOo  below  60. 

2.  Petechiae. 

3.  Purtscher’s  sign. 

4.  Positive  blood  or  urine. 

5.  Positive  chest  x-ray  or  lung  scan. 

6.  Pulmonary  edema. 

Treatment 

The  basic  treatment  in  the  fat  embolism  syndrome  is 
to  provide  oxygen  by:  (1)  maintaining  an  adequate 
airway,  with  tracheotomy  if  necessary;  (2)  using  100 
per  cent  oxygen  in  severe  cases;  (3)  reducing  oxygen 
to  40  per  cent  as  soon  as  possible. 

Our  best  results  have  been  obtained  with  the  use  of 
IPPB,  using  20  to  30  per  cent  .alcohol.  It  may  be  neces- 
sary to  use  it  either  continuously  or  for  15  minutes  every 
two  to  four  hours  for  several  days.  The  use  of  steroids 
(100  mg  Solu-Cortef  or  Solu-Medrol  every  6 to  12  hours 
for  four  to  eight  days)  may  be  life-saving  in  severe 
cases.  Intravenous  5 per  cent  ethyl  alcohol  in  5 per  cent 
glucose  (1,000  to  2,000  cc  per  day)  has  been  found 
essential  in  our  experience.  Dextran  and  Heparin  (in 
sub-anticoagulant  doses)  have  also  been  used  by  some 
investigators.  Digitalis  is  necessary  if  congestive  failure 
develops.  Blood  transfusions  may  be  necessary;  one  pint 
of  blood  per  major  fracture  should  be  considered.  It  is 


Trauma  with  no  fracture 
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important  to  prevent  further  injury  by  avoiding  manipu- 
lation of  fracture.  Hypothermia  has  been  tried.  If  methyl 
alcohol  has  been  ingested  by  the  patient,  then  ethyl 
alcohol  should  be  given  intravenously.  The  liver  prefers 
to  metabolize  ethyl  alcohol,  therefore,  methyl  alcohol 
is  excreted  by  the  kidney. 

Case  Reports 

Case  One 

A 20-year-old  white  cattleman  was  injured  in  a truck 
accident  at  4:30  AM.  He  was  brought  to  the  hospital 
at  6:30  am  with  multiple  fractures  of  the  maxilla, 
mandible,  femur,  tibia,  fibula,  left  foot,  and  four  verte- 
brae, as  well  as  renal  contusion.  Tracheotomy  was  done. 
The  results  of  a chest  x-ray  at  9:00  am  were  negative. 
A repeat  chest  x-ray  at  11:30  am  revealed  extensive 
fat  embolism  in  both  lungs.  Blood  and  urine  examina- 
tions were  positive  for  fat.  He  was  started  on  IPPB, 
using  30  per  cent  alcohol  for  15  minutes  every  two 
hours.  Chest  x-ray  after  two  days  revealed  complete 
clearing. 

Case  Tivo 

A 28-year-old  white  female  delivered  a baby  at  11:00 
am,  weighing  2.05  kg  (4  lb  8 oz) . One-half  hour 
later,  she  became  very  short  of  breath.  A chest  x-ray 
revealed  pneumonia  in  the  left  lung.  The  lung  scan 
revealed  delayed  perfusion  in  the  left  lung  consistent 
with  fat  embolism.  The  blood,  urine,  and  sputum  exam- 
inations were  positive  for  fat.  She  was  started  on  IPPB, 
using  30  per  cent  alcohol  every  two  hours.  Two  days 
after  admission,  the  chest  x-ray  revealed  marked  clear- 
ing. The  blood  examination  for  fat  was  positive  for 
three  months,  and  her  urine  examination  for  fat  was 
positive  for  four  months  after  she  left  the  hospital. 

Summary 

In  conclusion,  the  diagnosis  of  fat  embolism  can  be 
made  much  more  rapidly  if  it  is  suspected  after  trauma, 
fractures,  surgery,  or  in  the  early  postpartum  patient. 
The  clinical  picture  of  tachycardia,  tachypnea,  pulmonary 
edema,  fever,  and  petechiae  should  suggest  the  diagnosis. 
Positive  frozen  section  of  blood,  fat  in  urine,  drop  in 
arterial  gases,  chest  x-ray,  and  lung  scan  help  to  confirm 
the  diagnosis.  Oxygen  and  alcohol  by  intermittent  posi- 


tive pressure,  and  steroids  are  very  beneficial.  When 
treated  with  50  to  70  per  cent  alcohol,  some  patients 
complained  of  irritation.  These  were  treated  adequately 
with  30  per  cent  alcohol  with  no  serious  side  reactions. 
Intravenous  5 per  cent  ethyl  alcohol  in  5 per  cent  glucose 
was  found  to  be  an  essential  part  of  treatment. 

Ode  to  Fat  Embolism • 

When  your  trauma  patient  is  breathing  fast; 

His  temperature  is  high,  pulse  is  rapid; 

You  know  he  can’t  last. 

When  he  is  confused  and  does  not  know  where  he  is  at;  j 
Then  he  goes  into  a tailspin; 

You’d  better  think  fat. 

When  he  has  red  spots  on  his  chest,  his  POo  is  low; 

His  chest  x-ray  reveals  disease; 

His  lung  perfusion  slow. 

Pulmonary  edema  begins,  he  is  getting  sicker; 

Oxygen  and  steroids  are  handy; 

But  liquor  is  quicker! 
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The  President  s Message 


On  several  occasions  daring  the  past  three-four  years, 
you  have  heard  me  say,  I believe  the  Kansas  Medical 
Society  had  been  derelict  in  its  duty  to  not  in  some 
manner  prepare  our  membership  for  participation  in 
legislative  matters,  leadership  conference,  and  now 
PSRO.  Something  is  missing  between  the  sales  manager, 
the  salesman,  and  the  consumer — the  KMS  membership 
at  large. 

Not  long  ago,  I heard  a speaker  tell  a story  about  a 
sales  manager.  This  manager  was  complaining.  He  said 
the  salesmen  were  lousy.  He  admitted  he  had  hired  the 
men,  had  trained  them,  but  still,  they  did  not  produce 
as  they  should.  He  threw  all  the  blame  on  his  salesmen, 
none  on  himself. 

Later,  I heard  a repeat  of  this  same  story,  by  another 
salesman:  "The  sales  manager  said  his  salesmen  were 
lousy.  I asked  him,  'Who  hired  them?’  He  said,  'I  did. ’ 
'Who  trained  them?’  I went  on.  He  said  'I  did.’  And 
then,  the  third  question,  'Who  is  actually  lousy?’  ” 

This  is  what  happens  when  the  doctors  of  Kansas  are 
uninformed ; what  happens  when  a doctor  does  not  know 
both  sides  of  an  important  issue;  what  happens  when 
the  medical  industry  neglects  to  give  the  doctors  an 
opportunity  to  form  an  intelligent  opinion. 

The  paper  appearing  in  this  issue  on  page  312,  pre- 
pared as  a strong  proponent  for  PSRO,  is  included  here 
for  that  very  purpose — to  present  the  other  side  of  the 
story.  It  proposes  to  do  many  things. 

We  are  all  in  this  together — one  cannot  believe 
everything  one  hears,  but  one  can  respect  it. 


President 
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COMMENT 


The  fire  has  been  turned  up  under  the  political  stew 
in  anticipation  of  its  biennial  serving,  and  many  eager 
cooks  and  waiters  are  offering  their  services  toward 
dishing  up  the  finished  product.  The  diners,  mean- 
while, are  undergoing  their  usual  doubts  and  concerns 
as  to  what  the  stew  will  taste  like  and  if  it  will  resemble 
the  description  on  the  menu.  They  have  long  since 
learned  that  they  will  be  charged  for  many  exotic  in- 
gredients whose  taste  they  do  not  relish ; that  whatever 
the  flavor,  the  waiter’s  thumb  will  be  well-immersed 
into  the  bowl;  and  that  there  will  be  an  extra  charge 
for  crackers. 

We  were  interested  in  Vale  Page’s  report  of  his 
masochistic  exercise  in  evaluating  the  status  of 
KaMPAC.  If  Dr.  Page’s  newsletter  seemed  to  present  a 
somewhat  confused  picture — and  with  the  highest  re- 
spect for  that  brave  man,  we  thought  it  did — this  seems 
in  itself  as  accurate  a picture  as  one  can  get  of  the  phy- 
sician trying  to  be  a political  influence. 

Politics  has  been  variously  defined,  and  we  offer  no 
new  definition,  but  suggest  it  might  be  compared  to  a 
social  kaleidoscope,  in  which  numerous  dissimilar  frag- 
ments fall  into  an  infinite  variety  of  random  relation- 
ships transmitted  to  the  viewer  by  a mirror  system 
which  presents  a Rorschachian  pattern  with  as  many 
interpretations  as  there  are  viewers.  It  is  a common 
charge  that  the  physician  individually  and  organized 
medicine  collectively  show  a singular  ineptitude  for  po- 
litical action  if,  by  this  term,  one  means  a concerted, 
united,  effective  action  for  the  public  good.  To  a great 
degree,  this  stems  from  the  attempt  to  unify  in  a com- 
mon effort  a group  of  dissimilar,  highly  individualistic 
persons  to  whom  the  compromise  essential  in  political 
life  is  professionally  and  personally  foreign.  Physicians 
are  exhorted  to  strive  for  those  goals  which  will  be  for 
their  patient’s  welfare,  but  the  mechanics  of  political 
action  are  often  far  removed  from  the  patient  and  the 
effort  appears  to  carry  more  concern  for  the  physician’s 
welfare  than  the  patient’s.  Who  is  this  patient  who  is 
to  be  served — whose  patient  is  he  and  whose  plan  will 
serve  him  best  ? 


Bed -fellows  Make  Strange  Politics 


Those  who  seek  to  marshal  the  political  power  of  the 
medical  community  are  faced  with  the  fact  that  physi- 
cians are  united  (as  much  as  they  are  united)  by  a 
common  professional  interest,  not  political  identity. 
Some  are  Democrats,  some  are  Republicans,  some 
claim  political  independence,  and  the  remainder  are 
none  of  these.  Their  political  unity  is  the  unity  of  the 
spectrum.  Thus,  as  the  physician  enters  the  political 
arena,  he  finds  that  to  all  intents  and  purposes  he  must 
abandon  these  platitudinous  mouthings  about  the  pa- 
tient’s welfare  and  work  at  the  practical  expression  of 
professional  welfare.  And  while  he  thinks  it,  he  can  be 
no  more  certain  that  the  results  of  his  efforts  will  be 
beneficial  to  his  patient  than  the  professional  politician 
is  that  his  efforts  will  benefit  the  general  citizen. 

The  journey  through  the  political  wonderland  is 
barely  started  before  the  physician  finds  he  is  on  a toll 
road.  It  seems  fair  to  say  that  the  primary  stimulus  to 
political  activity  by  physicians  did  not  develop  as  some 
irresistible  force  of  social  concern.  It  developed  because 
of  money.  Those  hardy  physicians  who  some  time  back 
sought  to  influence  the  direction  of  legislative  en- 
deavor were  confronted  with  the  rather  blunt  attitude: 
"Look,  Doc,  how  much  did  you  contribute  to  my  cam- 
paign ? For  that  matter,  how  much  do  doctors  ever  con- 
tribute?” Now,  this  isn’t  the  politics  one  reads  about  in 
junior  high  civics  books,  but  then  dermatology  texts 
don’t  list  scratching  as  an  essential  part  of  the  man- 
agement of  the  itch  either.  After  a few  such  rebuffs,  the 
politically-aware  physicians  carried  the  message  back 
home  and  the  need  for  stimulating  financial  support  for 
candidates  was  impressed  upon  their  disgruntled  col- 
leagues— and  a few  who  were  gruntled.  The  solution, 
in  this  instance,  was  the  formation  of  an  organization, 
apart  from  the  formal  society  structure,  to  promote 
and  receive  political  contributions  and — incidentally — 
examine  the  issues  and  decide  how  the  money  was  to 
be  spent. 

We  do  not  intend  at  this  point  to  take  on  that  per- 
plexing problem  of  the  funding  of  political  activity. 
This  has  been  occupying  wiser  minds  than  ours  with-  i 
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but  satisfactory  solution,  but  the  role  of  money  as  a 
Drime  mover  on  the  political  scene  will  not  down.  If  the 
politician  must  rely  on  financial  contributions  (and  the 
:antastic  increase  in  this  necessity  in  this  electronic  age 
s all  too  apparent) , he  incurs  a certain  obligation  to 
;erve  the  purposes  of  his  supporters.  Even  if  he  has  in- 
dependent means,  it  simply  elevates  his  political  sights 
ind  this  higher-level  political  effort  brings  the  same  fi- 
nancial needs.  The  contributor,  on  the  other  hand,  ex- 
pects something  in  return  for  his  contribution,  and  we 
ire  confronted  with  the  supposition  that  the  politician 
ivill  respond  to  the  highest  bidder.  The  fact  that  this 
aappens  is  too  well  established.  The  fact  that  it  doesn’t 
aappen  more  often  is  the  wonder — and  no  small  tribute 
:o  the  system  and  to  individual  integrity.  But  whatever 
die  social  or  political  issues  confronting  us,  this  finan- 
:ial  relationship  is  a basic  feature  of  political  physiol- 
ogy with  prime  influence  on  the  health  of  society. 

This  realistic  solution,  this  formation  of  a political  ac- 
tion group,  has,  like  most  solutions,  produced  more 
; problems.  The  translation  of  financial  support  from  the 
theoretical  idea  to  the  practical  accomplishment  re- 
quires of  those  who  would  make  it  infinite  wisdom, 
boundless  energy,  moral  strength,  total  fairness,  saintly 
patience,  visionary  idealism,  financial  acumen  and  cold, 
calculating  practicality.  Anyone  embodying  all  these 
characteristics  probably  wouldn't  let  himself  get  trapped 
in  the  effort  in  the  first  place.  But  while  this  mar- 
shaling of  financial  support  is  basic,  it  is  only  the 
first  headache  for  those  who  seek  to  implement  the 
medical  effort  in  politics.  Since  the  funds  represent  a 


broad  range  of  political  conviction,  how  can  they  be 
applied  in  a manner  that  serves  all  contributors  equally 
well?  If  opposing  candidates  are  given  the  same  sup- 
port, what  is  the  net  accomplishment  other  than  being 
able  to  say  to  the  victor,  "See,  we  did  support  you," 
and  hope  he  doesn’t  see  you  tearing  up  the  "win"  ticket 
you  bought  on  the  other  horse?  One  still  has  to  contend 
with  those  who  helped  to  purchase  the  losing  ticket 
and  feel  they  were  somehow  cheated.  Whatever  the 
successes,  there  will  always  be  some  who  are  volubly 
dissatisfied  and  pronounce  the  total  effort  a failure. 

Getting  acceptable  candidates  into  office  is,  then, 
only  the  first  step.  Issues  of  medical  significance  must 
be  defined  and  an  agreeable  posture  adopted  to  re- 
flect a responsible  and  effective  medical  attitude,  one 
that  can  be  assured  of  conscientious  execution  if  it  is 
achieved.  Ay,  there  are  enough  rubs  for  a whole  castle 
full  of  Hamlets. 

To  us,  this  reflects  what  Dr.  Page’s  study  of 
KaMPAC  seems  to  say:  It  will  probably  never  receive 
100  per  cent  support  and  it  certainly  will  never  achieve 
100  per  cent  approval.  It  is,  however,  a worthy  effort 
in  a necessary  direction.  The  alternative  is  to  rely  on 
each  individual  physician  to  contribute  effectively  in 
time  and  money  to  the  political  effort,  and  experience 
has  already  shown  us  the  futility  of  that  hope.  So  we 
have  sent  forthwith  our  check  and,  while  we  don’t  ex- 
pect to  be  totally  satisfied  with  the  use  it  is  put  to  as 
KaMPAC  pursues  its  arduous  tasks,  it  should  bring  a 
better  return  than  most  of  our  other  investments. — 
D.E.G. 


The  Fall  Meeting 
of  the 

KMS  HOUSE  OF  DELEGATES 

Sunday , November  3 , 1974—10:00  A.M. 
Holiday  Inn— Emporia 


One-day  business  meeting  to  consider  items  relating  to  leg- 
islation and  others  that  cannot  be  delayed  until  May.  It  is 
hoped  all  component  societies  will  be  represented  by  their 
full  complement  of  delegates. 


All  members  of  the  Society  are  invited. 


PSRO 


An  Excerpt  of  Proponent  Opinions 


JOHN  N.  BLANK,  M.D.,*  Hutchinson 


During  the  past  one  to  three  years,  really  five  pieces 
of  legislation  have  been  or  are  being  considered.  Two 
of  these  are  now  law.  Two  more  are  extremely  likely 
to  become  law,  with  the  fifth — National  Health  Insur- 
ance— likely  to  be  shelved  for  this  year. 

I have  heard  Henry  E.  Simmons,  M.D.,  Deputy  As- 
sistant Secretary  of  HEW,  speak  twice  on  the  subject 
of  PSRO.  I have  heard  Robert  B.  Hunter,  Chairman, 
AMA  Advisory  Committee  on  PSRO,  speak  on  two 
formal  occasions  and  several  times  in  discussion  sessions. 
I attended  the  AMA  meetings  in  Anaheim  and  in  Chi- 
cago. I heard  Senator  Bennett  present  and  defend  the 
Bennett  Amendment  to  Social  Security  at  a national 
meeting,  and  was  privileged  to  have  a one-to-one  dis- 
cussion with  him  following  his  presentation. 

What  follows  is  a collection  of  notes  taken  during  the 
above  discussions. 

In  the  words  of  Dr.  Henry  E.  Simmons,  not  neces- 
sarily a direct  quote,  the  following  was  delivered  in  a 
lecture. 

Having  studied  this  program  for  a year,  and  having 
lived  with  it  virtually  night  and  day  for  the  past  six 
months  since  I have  been  directly  responsible  for  it,  I 
would  like  to  share  with  you  what  I believe  it  is,  and 
what  the  law  and  regulations  say  it  will  be. 

PSRO  is  potentially  the  most  important  piece  of 
health  legislation  ever  enacted.  It  concerns  itself  with 
improving  the  quality  of  care  and  educating  the  pro- 
fession and  the  public  in  this  area.  I believe  that  there 
would  be  general  agreement  in  this  room  that  since 
the  public  cannot  protect  itself  in  this  area,  our  profes- 
sion has  an  obligation  to  have  in  place  in  this  country 
a system  that  ensures  the  delivery  of  quality  care.  And 
if  there  were  no  PSRO  law  and  we  were  sitting  down 
as  a committee-as-a-whole,  starting  from  scratch  to  de- 
sign an  adequate  system  which  could  work  in  our  in- 
terest and  in  the  public’s  interest,  I believe  we  would 
insist  on  the  following:  a system  controlled  by  the  pro- 
fession, operated  under  flexible,  locally  set  standards  de- 
termined by  practicing  physicians,  with  work  reviewed 
only  by  physicians,  and  the  final  judgments  as  to  what 
constitutes  quality  care  reserved  for  the  profession.  You 
would  insist  on  that,  and  so  would  I.  If  you  will  strip 


away  emotions  and  forget  the  word  "PSRO”  and  take 
the  trouble  to  study  the  legislation  and  the  rules  under 
which  PSRO  will  operate,  you  will  see  that  that  is  what 
they  both  really  provide. 

The  PSRO  legislation,  as  simply  as  I can  put  it,  calls 
for  groups  of  local  physicians  in  a defined  geographic 
area  to  take  on  the  following  responsibilities:  (1)  To 
sit  down  and  develop  standards  for  medical  care  on 
the  basis  of  best  professional  judgment,  experience, 
and  analysis  of  medical  literature,  and  to  determine 
where  it  is  appropriate  to  deliver  that  care;  (2)  Having 
done  so,  to  see  that  the  care  rendered  in  your  area  is 
rendered  compatible  with  those  standards;  (3)  To  mod- 
ify those  standards  as  appropriate;  (4)  When  you 
identify  instances  where  care  is  being  rendered  outside 
those  standards,  to  find  out  why.  If  it  is  appropriate,  as 
in  many  instances  it  will  be,  approve  it.  If  it  is  inap- 
propriate, take  appropriate  actions  to  see  that  it  does  not 
continue  to  exist.  Most  of  the  time,  that  action  on  your 
part  will  be  an  educational  one.  That  is  what  PSRO  is 
about. 

Now,  to  answer  some  specific  questions.  Who  will  set 
the  standards?  And  this  is  asked  everyplace  in  the 
country.  Well,  the  local  PSRO  decides  under  which 
standards  it  will  practice.  And  there  is  one  thing  that 
continually  comes  through  in  talking  to  physicians 
throughout  this  country:  they  speak  of  PSRO  as  some 
foreign  entity,  some  strange  foreign  force  outside  the 
profession.  Gentlemen,  PSRO  by  definition  is  you.  You 
are  the  PSRO.  You,  as  you  choose  to  organize  in  youc 
area,  are  what  PSROs  are  all  about.  It  isn’t  some  strange 
group  of  people  on  the  outside,  it’s  you  the  physicians 
in  that  area.  And  you  have  the  authority  to  set  these 
standards.  Now  it  is  true  that  virtually  every  specialty 
society  in  this  country  is  working  on  standards,  and  they 
are  working  under  an  AMA  umbrella  (under  Dr.  Claude 
Welch,  who  is  presently  President  of  the  American  Col- 
lege of  Surgeons),  to  develop  sample  standards.  Those 
standards  will  be  disseminated  through  the  national 
PSRO  Council,  on  which  Dr.  Hunter  sits,  to  every 
PSRO  in  this  country,  all  203  of  them. 

The  PSRO  is  free  to  do  one  of  three  things:  it  can  j 
adopt  them ; it  can  reject  them ; or  it  can  set  its  own. 
And  what  it  does  decide  is  up  to  that  PSRO.  Are  the 
standards  inflexible,  are  they  guides  or  are  they  set  in 
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concrete?  Well,  the  fact  is — as  anyone  who  has  practiced 
medicine  understands — there  is  no  standard  that  we  can 
ever  develop  which  will  appropriately  cover  every  in- 
stance of  care.  The  standards  are  there  to  identify  areas 
which  fall  outside  that  standard  which  needs  your  at- 
tention. Much  of  the  time,  as  I said,  care  will  be  legiti- 
mately outside  the  standards  because  of  peculiarities  of 
disease,  the  patient,  or  the  locality  in  which  that  pa- 
tient is  ill,  and  that  the  peers  will  approve,  as  they 
should.  And  that  care  will  be  paid  for.  Where  it  is  not 
appropriate,  the  peer  group  then  has  to  decide  why,  and 
to  take  effective  action,  educational  or  otherwise,  to  see 
that  it  does  not  happen  again.  But  those  standards  have 
to  be  flexible. 

The  complaint  is  made  that  PSRO  will  destroy  con- 
fidentiality. Now  that  is  something  that  obviously  has 
to  be  protected  against.  However,  those  who  raise  that 
issue  are  sounding  a fairly  hollow  issue,  because  con- 
fidentiality has  been  a potential  problem  for  20  years 
in  this  country,  ever  since  we  started  to  have  claim  forms 
and  insurance  companies,  and  intermediaries,  and  Med- 
icare, and  Medicaid.  That  is  hardly  new  today.  What 
is  new  today,  under  PSRO  legislation,  is  that  for  the 
first  time  there  are  stringent  penalties  built  into  federal 
law  against  anyone  who  would  broach  confidentiality. 
We  have  been  operating  under  Title  18  and  19  for  nine 
years  now,  under  a system  which  did  not  have  that  pro- 
tection built  in.  But  that  is  not  enough ; we  have  to  do 
whatever  is  necessary  in  the  regulations  to  maximally 
protect  confidentiality. 

Under  PSRO  for  the  first  time,  we  have  something 
occurring  that,  I think,  is  very  important  for  all  of  us 
to  understand.  One  of  the  major  complaints  in  the  pro- 
fession— and  it  was  my  complaint  when  I was  practicing 
just  a few  short  years  ago — is  that  under  the  present 
system  (that  is,  not  PSRO)  the  final  judgment  as  to 
what  is  quality  care  in  this  country  and  what  will  be 
paid  for,  is  not  a medical  judgment.  That  judgment  is 
in  the  hands  of  intermediaries,  the  carriers,  the  Medi- 
care and  Medicaid  programs. 

Under  PSRO,  for  the  first  time,  that  judgment,  as 
to  what  is  quality  care  and  what  will  be  paid  for  by 
federal  programs,  is  a function  of  PSROs.  It  will  elimi- 
nate retroactive  denial;  it  will  eliminate  laymen  and 
nonprofessionals  from  making  that  judgment.  As  a 
PSRO  becomes  functional,  all  the  other  existing  federal 
laws  which  are  on  the  books  right  now  and  which  have 
to  be  made  operative  if  the  PSRO  does  not  come  about 
in  your  area,  have  to  be  enforced.  Gentlemen,  let  me 
tell  you,  if  you  will  carefuly  consider  those,  they  are 
onerous;  they,  in  fact,  do  allow  the  states  and  those 
outside  our  profession  to  tell  us  what  quality  care  is. 
And  if  there  is  one  thing  that  probably  is  going  to  be 
the  biggest  influence  in  making  PSRO  work  in  this 


country,  it  is  the  possibility  that  as  PSRO  becomes 
operational,  for  the  first  time,  the  professional  judgment 
in  the  area  will  be  the  final  judgment. 

The  other  statement,  and  perhaps  this  is  the  most 
important  one  to  discuss,  is  that  PSRO  is  a cost  con- 
trol program,  and  cares  nothing  for  quality.  I think,  the 
most  obvious  answer  to  that  is  to  understand  what 
PSRO  asks  us  to  do  as  a profession.  It  asks  us  to  sit 
down  and  develop  standards  for  quality  care.  It  does 
not  ask  us  to  develop  one  for  a white  man,  another  for 
a black  man,  an  oriental,  a rich  man,  or  a poor  man.  It 
asks  us  to  develop  a standard.  It  does  not  ask  us  what 
the  cost  of  that  standard  is.  It  says,  what  is  reasonable 
to  deliver  to  this  country,  and  in  which  setting  it  should 
be  delivered.  I believe  that  is  the  best  answer  to  whether 
it  is  a quality  program  or  a cost  control  program.  A cost 
control  program  is  fundamentally  different:  it  says  we 
are  going  to  spend  a certain  amount  of  dollars.  Some- 
body figures  out  a way  to  develop  a cheap  standard  so 
that  the  care  which  is  necessary  falls  under  that  um- 
brella. That  is  not  what  PSRO  asks;  it  gives  us  the 
other  responsibility  to  set  the  standard  and  get  that  care 
delivered. 

Dr.  Richard  B.  Hunter,  Chairman  of  AMA  Advisory 
Committee  on  PSRO — again,  not  necessarily  a direct 
quote  : 

In  calling  on  AMA  to  decide  where  it  stands  on 
PSRO,  it  is  critically  important  that  this  be  done,  so 
that  they  can  move  one  way  or  the  other.  Either  way 
the  program  is  going  to  go  on.  It  certainly  makes  more 
sense  for  the  profession  to  run  this  program.  "There 
is  more  at  stake  in  Chicago  at  the  June  meeting  than  a 
simple  statement  of  policy.  The  real  issue  is  whether  or 
not  our  profession  and  our  state  and  national  organiza- 
tions are  going  to  allow  themselves  to  be  divided, 
threatened,  and  perhaps  destroyed  by  the  implementation 
of  a law  which,  when  reduced  to  its  basics,  cannot  be 
called  undesirable. 

Gentlemen,  that  is  from  a man  who  has  studied  the 
issue  in  depth,  and  there  are  very  few  around  who  have. 

Senator  Bennett,  who  is  the  father  of  this  amendment 
and  a man  much  misunderstood  by  the  profession,  made 
a statement  printed  in  the  Congressional  Record,  Senate 
Debates,  August  20,  1970.  He  said,  "I  believe  that  phy- 
sicians properly  organized  and  with  the  proper  mandate 
are  capable  of  conducting  an  ongoing  effective  review 
program  which  would  eliminate  much  of  the  present 
criticism  of  the  profession  and  help  enhance  their  stature 
as  honorable  men  in  an  honorable  vocation,  willing  to 
undertake  necessary  and  broad  responsibility  for  over- 
seeing professional  functions.  If  medicine  accepts  this 
role  and  fulfills  its  responsibility,  then  the  government 
will  not  be  giving  (inaudible)  to  this  area  of  concern. 
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Make  no  mistake.  The  direction  of  the  House  passed 
Social  Security  bill  is  toward  more,  not  less,  review  of 
the  need  for  quality  of  health  care.  I believe  my  amend- 
ment would  provide  the  necessary  means  on  which  or- 
ganized medicine  could  assume  responsibility  with  that 
review.  In  my  opinion,  if  ultimately  enacted,  the  PSRO 
proposal  now  being  drafted  would  provide  physicians 
with  an  imaginative  and  exciting  opportunity  to  assume 
basic  responsibility  for  reviewing  health  care  as  a whole. 
It  would  scrap  the  piecemeal  review  activities  of  peer 
ineffectiveness  which  have  prevailed  since  1966.” 

In  April  1973,  Senator  Bennett,  speaking  at  a na- 
tional medical  meeting  in  Kansas  City,  repeated  the 
above  and  pleaded  with  the  national  and  state  officers 
of  AAFP  to  become  involved  and  help  implement  this 
legislation.  Later,  in  a one-to-one  conversation,  he 
stated  that  if  the  implementators  of  this  legislation,  the 
federal  bureaucrats,  did  not  carry  out  his  intent  in  the 
implementation,  he  personally  would  come  out  of  re- 
tirement and  lobby  for  repeal  or  amendment  satisfactory 
to  the  medical  profession. 


After  four  years  of  studying,  reading,  and  attending 
lectures  on  this  program,  I believe  the  Kansas  Medical 
Society  has  an  opportunity  to  really  help  itself.  Further, 
I believe  the  leadership  is  dedicated  to  what  is  best  for 
Kansas  medicine.  I further  believe  that  it  will  take  all 
the  leadership  we  can  muster  to  have  the  profession  in 
Kansas  come  to  understand  it. 

I apologize  for  so  many  words.  The  real  purpose  of 
all  this  is  to  express  my  concern  and  belief  that  the 
implementation  of  the  Kansas  Foundation,  and  getting 
it  designated  as  a PSRO  for  Kansas,  is  the  next  and  most 
important  obligation  facing  your  officers  and  the  Kansas 
Foundation.  About  one  million  dollars  is  involved  when 
this  designation  is  made.  The  federal  government  does 
not  give  out  this  kind  of  money  without  a strong  com- 
mitment to  the  organization  designated  as  PSRO.  We 
have  some  1,400  who  have  signed  an  intent  to  partici- 
pate in  the  Foundation.  A similar  number  signing  an 
intent  to  participate  in  PSRO,  which  in  essence  states 
that  the  Kansas  Foundation  represents  you,  gets  the 
program  off  to  a successful  start. 


Personalities 


Clair  C.  Conard,  Dodge  City,  spoke  on  heart  attacks 
and  coronary  diseases  to  the  local  Lions  Club. 


Governor  Docking  has  named  Richard  C.  Tozer,  To- 
peka, to  the  Kansas  Cultural  Arts  Advisory  Council. 


Kenneth  L.  Graham,  Leavenworth,  has  been  present- 
ed the  Executive  Vice  Chancellor’s  Medal  by  Dr. 
Rieke,  for  his  contributions  to  KUMC. 


Announcing  their  retirement  from  medical  practice 
are  John  F.  Barr,  Ottawa,  after  45  years;  Earl  A.  Mar- 
tin, Parsons,  after  28  years;  and  Charles  H.  Miller,  Par- 
sons, after  40  years. 


Henry  Aldis,  Fort  Scott,  spoke  on  natural  and  sur- 
gical menopause  to  the  LPN  Association  convention. 


The  5th  International  Parathyroid  Hormone  Confer- 
ence held  at  Oxford,  England,  was  attended  by  Bar- 
bara P.  Lukert,  Kansas  City. 


Ronald  D.  Linhardt,  Wichita,  addressed  the  Wesley 
School  of  Nursing  recently. 


S.  J.  Farha  and  A.  P.  Michelbach,  Wichita,  presented 
a paper  on  ' Indications  for  Coronary  Angiograms  and 
Coronary  Artery  Surgery”  at  the  Butler-Greenwood 
County  Medical  Society  meeting. 


Governor  Docking  has  reappointed  Thomas  F.  Tay- 
lor, Salina,  to  another  three-year  term  on  the  Kansas 
Coordinating  Council  for  Health  Planning. 


Dr.  Abraham  Clement  Eitzen,  83,  of  Hillsboro,  died  July  4,  1974.  He  was  born  near 
Hillsboro,  April  21,  1891. 

Dr.  Eitzen  was  graduated  from  Rush  Medical  School,  Chicago,  in  1922.  He 
established  his  medical  practice  in  Hillsboro  in  1923. 

Survivors  include  his  wife  and  three  daughters. 


FREDERIC  B.  EMERY,  M.D. 

Dr.  Frederic  B.  Emery,  of  Concordia,  died  June  27,  1974,  at  the  age  of  57.  He  was 
born  January  21,  1917,  in  Seneca. 

Dr.  Emery  was  graduated  from  Rush  Medical  College,  Chicago,  in  1942.  He 
established  his  medical  practice  in  Concordia,  in  1950. 

Surviving  Dr.  Emery  are  his  wife  and  two  daughters.  A memorial  scholarship  fund 
has  been  established  at  the  University  of  Kansas. 


JOHN  W.  SCHMAUS,  M.D. 

Dr.  John  W.  Schmaus,  of  Iola,  died  July  7,  1974,  at  the  age  of  46.  He  was  born  April 
22,  1928,  in  Halstead. 

Dr.  Schmaus  was  graduated  from  the  University  of  Kansas  School  of  Medicine  in 
1952. 


HAROLD  H.  WOODS,  M.D. 

Dr.  Harold  H.  Woods,  80,  of  Topeka,  died  June  12,  1974.  He  was  born  January 
23,  1894,  in  Auburn,  Nebraska. 

Dr.  Woods  was  graduated  from  the  University  of  Nebraska  School  of  Medicine  in 
1921.  He  established  his  medical  practice  in  Topeka  in  1931. 

Surviving  Dr.  Woods  are  his  wife,  a daughter,  and  a son. 
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Woman’s  Auxiliary 


K.M.S.  Auxiliary  Fall  Conference — Workshop 


October  is  a big  month  for  all  leaders  in  the  KMS 
Auxiliary.  October  is  the  month  that  the  national  Aux- 
iliary has  chosen  for  major  committee  chairmen  of  all 
50  states  to  meet  for  the  national  Auxiliary  workshops. 
These  will  be  smorgasbords  of  information.  Imme- 
diately following  this,  Kansas  will  have  its  own  banquet. 
After  having  participated  in  the  national  workshop, 
Kansas  chairmen  will  bring  back  to  county  Auxiliary 
leaders  the  insights  and  information  they  gained  in 
Chicago.  There  will  be  special  sessions  with  county 
presidents,  presidents-elect,  treasurers,  membership 
chairmen,  and  the  chairmen  of  legislation,  communica- 
tions, AMA-ERF,  and  all  health  committee  areas. 

On  October  23-24,  all  the  state  and  county  leaders 
of  the  KMS  Auxiliary  will  meet  in  Wichita.  We  hope  to 
mix  fun  and  enjoyment  with  the  Auxiliary  business  and 
pass  on  the  education  and  ideas  gleaned  from  the  Chi- 
cago workshop. 

We  will  also  hear  from  the  county  leaders  their  new 
areas  of  need  and  cooperation,  and  their  new  activities 
so  that  by  sharing  we  can  keep  our  auxiliaries  stimulated 
and  working. 

A special  speaker,  Dr.  Rex  Kenyon,  a board  member 
of  AMPAC,  and  a panel  on  local  and  national  legisla- 
tion made  up  of  Dr.  Kenyon;  Dr.  H.  Tom  Gray, 
Wichita,  K.M.S.  Legislation  Chairman;  and  Mr.  Dave 
Morrison,  AMA’s  Field  Service  Director  for  our  region, 
are  on  the  agenda.  They  will  answer  questions  impor- 
tant to  doctors,  their  wives,  and  their  patients. 

Leadership  is  the  most  important  commodity  in  any 
volunteer  organization.  Through  its  leaders,  the  Auxil- 
iary invites  all  its  members  to  the  enjoyment  of  sharing 
a common  interest  and  participating  in  a wide  area  of 
activities.  One  lady  speaking  of  our  Auxiliary  dues, 
said:  "Where  else  can  we  get  so  much  for  so  little,  to- 
day?’’ At  the  Kansas  Fall  Conference- Workshop  we 
hope  to  train  and  entertain  the  present  and  future  lead- 
ers of  the  county  Auxiliaries.  If  your  wife  is  among 
those  invited  to  attend,  you  should  be  proud  of  her.  I 
hope  you'll  encourage  her  to  join  us  in  mid-October. 
The  state  Auxiliary  to  KMS  knows  that  its  strength  is 
in  its  county  organizations  and  the  people  carrying  our 
message  to  each  individual  area  of  Kansas. 


I hope  your  wife  will  be  joining  us.  We  need  her  to 
do  an  effective  job. 

Sincerely, 

Dot  Meyer 
President, 

Woman’s  Auxiliary  to  the 
Kansas  Medical  Society 


Fat  Embolism 

( Continued  from  page  305  ) 

The  Eye 

In  those  dying  with  systemic  embolism,  histology  may 
reveal  emboli  in  the  capillaries  of  the  choroid  and  retina. 
The  large  number  of  emboli  in  retinal  capillaries  is  well 
visualized  by  fat  staining  after  removal  of  the  retina, 
mounting  it  on  a slide,  and  digestion  with  trypsin. 
Petechial  hemorrhages  and  pale  whitish  foci  may  be 
visualized  in  the  fundi  by  ophthalmoscopic  examination 
in  vivo.  The  nature  of  the  pale  zones  is  uncertain,  but 
presumably  they  are  local  foci  of  edema  or  exudation. 
They  are  not  fat  emboli. 

Studies  of  the  visual  fields  have  shown  the  presence 
of  scotoma  in  a few  cases  of  fat  embolism.  These  re- 
solved within  weeks,  leaving  vision  unimpaired. 

References 

1.  Sevitt,  S.:  Fat  Embolism.  London,  Butterworths,  1962. 

2.  Sevitt,  S.:  Reactions  to  Injury  and  Burns,  and  Their  Clini- 
cal Importance,  Chapter  13.  London,  Heinemann,  1974. 


316 


Welcome  to 
Portland,  Oregon 
for  the  28th 
Clinical  Convention 


November  30-December  4, 1974 


“In  this  age  of  specialization,  there’s 
a vital  need  for  discussion  of  the 
broader  implications  of  new-found 
knowledge.  The  28th  AMA  Clinical  is 
designed  for  that  purpose. . .to  bring 
together  physicians  of  the  various 
specialties  to  study  and  discuss  the 
broader  aspects  of  medicine  as  they 
apply  to  their  practices.” 

Huldrick  Kammer,  M.D.,  Chairman 
Council  on  Scientific  Assembly 


For  further  details,  write: 

Circulation  & Records  Dept. 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


In  congestive  heart  failure... 

secondary  aldosteronism 


How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure 


Chronic  liver  congestion 
impairs  degradation 
of  aldosterone 


Aldosteronism 


a primary  factor 


To  'switch  off"  the  aldosterone  factor  in 
congestive  heart  failure 


Aldactone* 

spironolactone  25-m.g.  tablets 

the  only  specific 
aldosterone  antagonist. . . 
basic  in  all  diuretic  therapy 

Three  ways  to  use  Aldactone  in 
congestive  heart  failure 

1.  As  the  only  diuretic 

Often  sufficient  alone. 

Produces  gradual,  sustained  diuresis  by 
blocking  aldosterone  action  in  the  distal 
renal  tubule. 

Avoids  potassium  loss. 

2.  As  the  basic  daily  diuretic  with  an  "add-on" 
alternate-day-diuretic  ("A.D.D."  schedule) 

Can  be  administered  daily  as  basic 
therapy  with  the  additional  agent 
(furosemide  or  ethacrynic  acid)  given 
every  second  or  third  day. 

Aldactone  plus  "A.D.D."  schedule 
minimizes  potassium  deficiency  and 
potentiates  effect  of  "add-on"  diuretic.2 

Avoids  acute  volume  depletion  and 
aldosterone  rebound.2 

3.  As  a daily  diuretic  in  combination  with 
a daily  dose  of  a thiazide 

Permits  daily  additive  diuretic  effect 
while  maintaining  potassium  balance. 


Indications  — Essential  hypertension;  edema  or  ascites  of  congestive  heart  fail- 
ure, cirrhosis  of  the  liver  and  the  nephrotic  syndrome;  idiopathic  edema.  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a thiazide  diuretic. 

Contraindications— Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia. 

Warnings — Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in- 
dicated unless  a glucocorticoid  is  also  given.  Discontinue  potassium  supplemen- 
tation if  hyperkalemia  develops.  Usage  of  any  drug  in  women  of  childbearing  age 
requires  tnat  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur.  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred.  Hyponatremia,  manifested  by  dry- 
ness of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevation  of  BUN  may  occur,  especially  when  pretreatment  hyper- 
azotemia exists.  Mild  acidosis  may  occur  Reduce  the  dosage  of  other  antihyper- 
tensive drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action. 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro- 
intestinal symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti- 
caria, mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice  Adverse  reactions  are  infrequent  and  usually  reversible. 

Dosage  and  Administration— For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses.  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner.  Adjust  subsequent  dosage  according 
to  response  of  patient. 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg.  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response;  add  a thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added.  A daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A glucocorticoid,  such  as  15  to  20  mg.  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a conventional  diuretic,  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary.  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1 liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function).  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  "sterilize"  the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  although  useful  for  diuresis,  will  not  directly  affect  the  basic  pathologic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg.  of  Aldactone  per  pound 
of  body  weight. 

References:  I.  Coodley,  E ; Consultant  1_2  1 06- 1 07,  109,  111,  113,  115  (July) 
1972.  2.  Thorn,  G.  W.,  and  Lauler,  D.  P.:  Am.  J Med.  53:673-684  (Nov.)  1972. 
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Dialogue 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country,;] 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa-  I 
tives  and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center,  , 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihooij 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films  J' 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this  ^ 


s le  a Source  of  Information? 

Yes,  with  certain  reservations, 
rj:  average  sales  representative 
i a greatfund  of  information 
a iut  the  drug  products  he  is  re- 
;i  nsible  for.  He  is  usually  able  to 
3 wer  most  questions  fully  and 
rplligently.  He  can  also  supply 
-f  rints  of  articles  that  contain  a 
l at  deal  of  information.  Here, 

:c , I exercise  some  caution.  I usu- 
3 ■ accept  most  of  the  statements 
3 i opinions  that  I find  in  the 
3pers  and  studies  which  come 
rm  the  larger  teaching  facilities, 
t oes  without  saying  that  a physi- 
3 n should  also  rely  on  other 
virces  for  his  information  on 
)3rmacology. 

r lining  of  Sales  Representatives 

Ideally,  a candidate  forthe 
3 iition  as  a sales  representative 
>3  pharmaceutical  company 
, )uld  be  a graduate  pharmacist 
\o  has  a questioning  mind.  I don’t 
ink  this  is  possible  in  every  case, 
i d so  it  becomes  the  responsibility 


: oacity  they  are  indeed  useful; 
rticularly  in  the  fact  that  they 
.seminate  broadly  based  educa- 
nal  material  and  serve  not  just 
“pushers”  of  their  drugs. 

p Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
companies  are  not  producingall 
s material  as  a labor  of  love- 
ly are  in  the  business  of  selling 
3ducts  for  profit.  In  this  regard 
-3  ambitious  and  improperly  moti- 
:ed  sales  representative  can 
ert  a negative  influence  on  the 
pcticing  physician,  both  by  pre- 
nting  a one-sided  picture  of  his 
aduct,  and  by  encouraging  the 
actitioner  to  depend  too  heavily 
drugs  for  his  total  therapy.  In 
ese  ways,  the  salesman  has  often 
Ported  objective  reality  and 
idermined  his  potential  role  as  an 
ucator. 

le  Industry  Responsibility 

Since  the  detail  man  must  be 
information  resource  as  well  as 
epresentative  of  his  particular 
larmaceutical  company,  he 
ould  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
thatthe  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whetheror  notthey  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
aboutthe  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  wi  1 1 ing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  thatthe 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeeo 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 
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ADVERTISEMENTS 


right  here 
in  this  community 
at  this  moment 


If  you  need  medical  care  you  can  get  it.  And  except  perhaps  in  extreme 
emergency  it  will  come  from  the  doctor  of  your  choice. 


The  private  health  care  delivery  system  in  Kansas  exists  in  an  environment 
that  encourages  adaptability,  accessibility  and  accountability. 


And  professional  charges  here  reflect  local  costs  and  conditions.  This  is 
less  inflationary  than  an  imposed  national  cost  system  that  would  attempt 
to  apply  uniform  charge  levels  to  all  communities. 


The  personal  relationship  between  you  and  your  doctor  is  the  foundation 
of  a great  American  privilege.  Private  medicine. 


Blue  Cross  and  Blue  Shield 

of  Kansas 


OCTOBER,  1974 
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Book  Reviews 

( Continued  from  page  8 ) 

nerable  and  suggestible.  One  is  reminded  of  an  article 
published  some  30-40  years  ago,  by  a widely  circulated 
popular  magazine,  to  the  effect  that  glutamic  acid 
could  turn  retardates  into  above  average  IQs.  For 
months  afterwards,  it  was  the  unhappy  duty  of  this  re- 
viewer to  inform  hopeful  parents  of  the  true  facts — and 
it  is  the  desire  of  the  reviewer  to  avoid  this  from  hap- 
pening again. 

This  is  not  a book  to  be  "prescribed  reading"  for  all 
parents  of  brain  damaged  children.  For  some  of  them, 
yes.  It  is  urged  that  any  prospective  prescriber  read  the 
book  before  putting  it  into  the  hands  of  parents. — 
J.E.C.M. 


Medical  Director 

The  Family  Health  Care  Center  of 
Lawton,  Oklahoma  is  in  need  of  a 
Medical  Director  IMMEDIATELY!  This 
is  a real  opportunity  for  a physician  in- 
terested in  administrative  medicine  as 
well  as  direct  patient  care.  The  salary  is 
negotiable.  Additional  information  and 
applications  may  be  obtained  from  Mr. 
Arthur  G.  Price,  Jr.,  Family  Health  Care 
Services,  Inc.,  410  Lee  Boulevard,  Law- 
ton,  Oklahoma  (73501),  or  call  (405) 
248-6205  collect. 


McKUNE  Deluxe  Whirlpool  Bath  Unit 


FEATURES: 

• No  electrical  or  moving  parts  in  the  Tub 

• Underwriters  Laboratories  approved 

• Height  15  inches,  width  10  inches 

• Three  speed  turbulence  control 

• Snap-on  hose 

• One  horse  power  motor 

• Beautiful  Finish 

• Automatic  timer 

• Weight  1 8 lbs. 

• Guaranteed 

5 YEARS 

DISTRIBUTED  BY 


BILL  PFEIFER  ENTERPRISES 

5522  Wanamaker  Road 


Topeka,  Kansas  66619 


Tel.  913-862-2028 
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ADVERTISEMENTS 


CLASSIFIED  ADVERTISEMENTS 

Family  Practitioners  to  join  established  group  in  Ottawa, 
Kansas,  a college  town  of  12,000  population,  40  miles  south 
of  Kansas  City.  New  hospital  and  medical  building.  Call  or 
write:  Robert  A.  Collier  II,  M.D.,  1320  S.  Ash,  Ottawa, 
Kansas  66067  (913-242-1620). 

Do  you  know  a pregnant  girl  who  is  not  married?  For  such 
a problem  pregnancy,  suggest  that  she  contact  the  Florence 
Crittenton  Services,  Topeka,  Kansas  (913)  233-0516. 

For  Sale:  1:  FO  9000  PL  Polydirectional  Colonoscope,  185 
cm.  New  cables,  fibers,  main  flex,  shaft  with  case.  Also,  with 
FCB-95  power  light  and  air  supply,  biopsy  forceps,  Wappler 
#9110A  (80")  polypectomy  snare.  $4,000.  Please  contact  Dr. 
Campbell,  816-333-7565. 
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Deformity  Appliances 
of  Quality 


Orthopedic  and  Surgical  Appliances 


Artificial  Limbs 
Trusses 

Abdominal 

Supports 

Elastic 

Hosiery 

Foot 

Supports 

Surgical 

Corsets 


Taylor  Back  Brace 
Made  to  Order  in 
Our  Own  Factory 


P.  W.  HANICKE  MFG.  CO. 

1009  McGee  St.  VI  2-4750 

KANSAS  CITY,  MO. 


Doctor,  we  have  a 
sure  thinu  for  you! 


Your  patients  have  confidence  in  you — so  you  have  the  right  to 
expect  confidence  in  your  financial  institution — to  be  sure  your 
money  is  safe  . . . and  at  Capitol  Federal  you  have  a sure  thing. 
• New  higher  interest  rates  • over  750  Million  Dollars  in  assets  • 
sound  management  • large  reserves — plus  insurance  with  never 
a worry  about  the  return  on  your  money  or  the  return  of  your 
money.  And,  if  you  would  like  to  transfer  funds  to  Capitol  Fed- 
eral— that’s  one  operation  we  can  handle  for  you.  Just  let  us 
know  if  there  is  any  way  we  can  serve  you. 

k DIRECTOR  DR-  JAMES  A.  McCLURE 


” The  Most  Trusted  Home  In  Savings" 


Capitol 

Federal 

Savings 

•TOPEKA  .JOHNSON  COUNTY 

• OLATHE  .EMPORIA 

• LAWRENCE  .MANHATTAN 


Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  be 
a lot  more  favorable  than  bis 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


Void  or 


AUeryyt 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
cJass.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with-  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

MMimetn&p 

Ertentahs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 

AH-^OBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge"  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2,  3.  or  4 contains:  Phenobarbital  (Vi  gr ),  16  2 mg  (warning- 
may  be  habit  forming);  Aspirin  (2%  gr  ),  162  0 mg  ; Phenacetin  (3  gr  ),  194  0 mg.;  Codeine 
phosphate,  Vi  gr.  (No.  2),  V2  gr  (No.  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming). 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature 

/r:  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
'll. stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A.  H Robins  Company,  Richmond,  Va 
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Vhen  parenteral  analgesia 
s no  longer  required, 

Impirin  Compound  with 
iodeine  usually  provides  the 
elief  needed. 


impirin  Compound  with 
iodeine  is  effective  for 
isceral  as  well  as  soft  tissue 


>ain— provides  an  antitussive 
oonus  in  addition  to  its 
prompt,  predictable 
malgesia. 

jf?j|  prescribing  convenience: 

Supto  5 refills  in6months, 
it  your  discretion  (unless 
estricted  by  state  law);  by 
elephone  order  in  many  states. 


impirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
^0. 4,  codeine  phosphate* 
34.8  mg.  (gr.  l).*Warning  — 
nay  be  habit-forming.  Each 
ablet  also  contains:  aspirin 
’,r.  3V2,  phenacetin  gr.  2V2, 
:affeine  gr.  V2. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  Vz 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


STAGE  1 


STAGE  2 


STAGE  3 
STAGE  4 

HOURS  # 1 

begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects2’5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  In  four 
geographically  separated 
sleep  research  laboratories 25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  "hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  1 . Kales  A,  et  al : Arch  Gen  Psychiatry  23: 226-232,  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in' some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

® induces  sleep  within  17 
minutes,  on  average 
® reduces  nighttime  awakenings 
• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  therapy. 
Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used 
concomitantly  with  ‘Dyazide',  check  serum 
potassium  frequently — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  elec- 
trolytes were  not  properly  monitored).  Observe 
patients  on  ‘Dyazide’  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium 
(triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely 
ill  cirrhotics.  Thiazides  are  reported  to  cross  the 
placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili- 
rubinemia, thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  'Hie  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  descreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  pares- 
thesias, icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

Subsidiary  of 
SmithKhne  Corporation 


KEEPTHE  HYPERTENSIVE  PATIENT 
ON  THERAPY 

KEEPTHERAPY  SIMPLE  WITH 


DmZIDE 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Trademark 


No  potassium  supplements 

No  special  K+  rich  diets 

Just  ‘Dyazide’  once  daily  or  twice  daily 


Studies  have  demonstrated  that  two  prime  reasons  patients  drop  out  of 
hypertensive  therapy  are:  (1)  the  patient  failed  to  understand  directions, 
and  (2)  the  regimen  was  overly  complicated.*  Dosage  is  simple  with 
‘Dyazide’,  easily  understood,  once  or  twice  daily,  depending  on  response. 

There’s  no  need  to  complicate  the  regimen  with  potassium  supplements 
or  unwieldy  potassium-rich  diets. 

*E.D.  FreisrThe  Modem  Management  of  Hypertension,  V.A.  Information 
Bulletin,  1 1-35. 

TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POTASSIUM  LEVELS  UP 


NOVEMBER 


Bothofter 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states: 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  freqi  ic 
and/or  severity  of  grand  mal  seizure?  ia 
require  increased  dosage  of  standard  it 
convulsant  medication;  abrupt  withdr  n 
may  be  associated  with  temporary  in- : 
crease  in  frequency  and/or  severity  c 
seizures.  Advise  against  simultaneou:  i- 
gestion  of  alcohol  and  other  CNS  depi  H 
sants.  Withdrawal  symptoms  (similar 
those  with  barbiturates  and  alcohol)  I '6 
occurred  following  abrupt  discontinu  e 
(convulsions,  tremor,  abdominal  and  J! 
cle  cramps,  vomiting  and  sweating).  1 2| 
addiction-prone  individuals  under  cai  |i| 


one 


/n 


According  to  her  major 
itoms,  she  is  a psychoneu- 
)t  patient  with  severe 
ty.  But  according  to  the 
iption  she  gives  of  her 
lgs,  part  of  the  problem 
sound  like  depression, 
is  because  her  problem, 
ugh  primarily  one  of  ex- 
ve  anxiety,  is  often  accom- 
td  by  depressive  symptom- 
tc>gy.  Valium  (diazepam) 
ir  irovide  relief  for  both— as 
le  xcessive  anxiety  is  re- 
evd,  the  depressive  symp- 
)r  associated  with  it  are  also 
ft  l relieved. 

There  are  other  advan- 
ig ; in  using  Valium  for  the 
laagement  of  psychoneu- 
)t  anxiety  with  secondary 
e] essive  symptoms:  the 
5^  hotherapeutic  effect  of 
a am  is  pronounced  and 
i{l  This  means  that  im- 
r<  ement  is  usually  apparent 
i e patient  within  a few 
a rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1.  Henry  BW,  et  al:  Dis  Nerv 
Syst  30: 675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5 -mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


Jieillance  because  of  their  predisposi- 
d :o  habituation  and  dependence.  In 
•i  nancy,  lactation  or  women  of  child- 
; ing  age,  weigh  potential  benefit 
?nst  possible  hazard, 
autions:  If  combined  with  other  psy- 
i ropics  or  anticonvulsants,  consider 
ajfully  pharmacology  of  agents  em- 
<pd;  drugs  such  as  phenothiazines, 

3 otics,  barbiturates,  MAO  inhibitors 
lpther  antidepressants  may  potentiate 
s:tion.  Usual  precautions  indicated  in 
3 ;nts  severely  depressed,  or  with  latent 
■ ession,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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American  College 
of  Physicians  Issue 

The  November  issue  of  the  Journal  is  customarily  de- 
voted to  papers  presented  at  the  yearly  Kansas  Regional 
Meeting  of  the  American  College  of  Physicians. 

The  46th  anniversary  meeting  of  the  College  was  held 
February  22,  1974,  in  Overland  Park,  Kansas.  The  Pro- 
gram Chairman  was  Joseph  L.  Kyner,  M.D.,  and  the 
Chairman  of  Arrangements  was  Jack  M.  Catlett,  M.D. 

Doctor  Kyner  has  made  the  collection  and  publication 
of  these  papers  possible,  for  which  the  Editorial  Board  is 
grateful.  The  Journal  appreciates  this  yearly  opportu- 
nity to  expand  the  audience  for  these  interesting  and  in- 
structive papers  which  originated  in  Kansas. 
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Myocardial  Infarction 


SHERMAN  M.  STEINZEIG,  M.I).  and 
ALAN  E.  ROTH,  M.D.,  Kansas  City , Kansas 

Arrhythmias  were  once  considered  to  be  the  most 
common  cause  of  death  from  myocardial  infarction.1 
Many  were  due  to  electrical  instability  of  the  heart,  and 
at  autopsy  it  was  often  difficult  to  find  conclusive  evi- 
dence of  infarction.  This  fact  led  to  the  conception  of 
the  coronary  care  unit,2  where  techniques  for  prevention 
and  treatment  were  developed  with  dramatic  benefits  to 
patients. 

Arrhythmias  still  occur  and  remain  an  important  as- 
pect of  management.  However,  the  most  common 
cause  of  infarct  death  in  the  hospital  now  is  pump  fail- 
ure due  either  to  severe  left  ventricular  disease  or  to 
structural  complications  such  as  cardiac  rupture,  septal 
perforation,  or  papillary  muscle  rupture.3  The  mortality 
rate  from  these  causes  is  extremely  high  and  has  not  as 
yet  yielded  to  medical  therapy. 

For  this  reason,  we  decided  to  review  the  autopsy 
material  from  patients  who  died  at  Bethany  Medical 
Center  from  January'  1,  1971,  to  July  1,  1973. 

Methods 

Autopsy  records  for  the  period  indicated  were  re- 
viewed (Table  I).  There  were  208  autopsy  deaths.  Of 
these,  48  were  considered  to  be  due  to  acute  or  sub- 

From  the  Departments  of  Cardiology  and  Pathology, 
Bethany  Medical  Center,  Kansas  City,  Kansas  66102. 

Presented  at  the  annual  meeting  of  the  Kansas  Chapter, 
American  College  of  Physicians,  Overland  Park,  February  22, 
1974. 

Address  Reprint  Orders  to:  Sherman  M.  Steinzeig,  M.D., 
Bethany  Medical  Center,  51  North  12th  St.,  Kansas  City,  Kan- 
sas 66102. 


Structural  Complications 


acute  myocardial  infarction.  Patients  with  old  arterio- 
sclerotic or  rheumatic  disease  were  excluded  from  the 
study,  unless  the  condition  was  complicated  by  an 
acute  infarction.  Nine  of  the  infarct  deaths  were  due 
to  cardiac  rupture,  septal  perforation,  or  papillary  mus- 
cle rupture.  These  are  the  subject  of  this  report. 

Clinical  data  for  the  study  group  is  outlined  in  Table 
II. 

Cardiac  Rupture 

Spontaneous  perforation  or  rupture  of  the  ventricular  i 
myocardium  is  surprisingly  common.  It  is  reported  to 
comprise  from  4.3  to  19  per  cent  of  infarct  deaths.4 
The  syndrome  is  characterized  in  the  literature5-7  as 
follows:  (1)  increased  incidence  in  older  age  groups; 
(2)  increased  incidence  in  females;  (3)  no  previous 
history  of  coronary  artery  disease;  (4)  high  incidence 
of  hypertension;  (5)  severe  and  protracted  chest  pain; 
(6)  history  of  exertion  as  a precipitating  factor;  (7) 
electro-mechanical  dissociation;  (8)  death  most  com- 
mon within  three  days  after  infarction;  (9)  death  with- 
in a few  hours  after  rupture. 

Five  patients  (10.4%)  in  our  series  succumbed  to 
cardiac  rupture.  The  age  averaged  74  years.  Four  were 
females.  None  were  significantly  hypertensive  during 
hospitalization.  None  had  unusual  clinical  courses  or 
exertion  prior  to  death.  The  EKG  in  all  cases  showed 
evidence  of  antero-septal  or  antero-lateral  infarction. 
There  was  development  of  right  bundle  branch  block 
in  two,  and  left  anterior  hemiblock  in  one.  Three  pa- 
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TABLE  I 


Infarct  Deaths  Structural  Deaths* 

PER  CENT  OF  PER  CENT  OF  PER  CENT  OF 

Autopsy  AUTOPSY  AUTOPSY  INFARCT 

Deaths  number  deaths  number  deaths  deaths 


1971  97  18  18.6  2 2.1  11.1 

1972  67  15  22.4  2 3.0  13.3 

1973  (6  mos)  44  15  34.1  5 11.4  33.3 

Total  208  "48"  23.1  ~9  4.3  1^8 


* Structural  deaths  refers  to  cardiac  rupture,  I.V.  septal  perforation,  and  ruptured  papillary  muscle. 


tients  showed  electro-mechanical  dissociation,  in  which 
there  was  organized  EKG  activity  without  discernible 
cardiac  output  for  periods  of  up  to  20  minutes.  Rupture 
occurred  from  seven  hours  to  five  days  after  onset  of 
the  original  pain  of  infarction.  Four  died  within  one 
hour,  one  within  two  hours  after  rupture.  In  all  cases, 
the  terminal  event  was  characterized  by  recurrence  of 
; severe  pain,  fall  in  blood  pressure  and  significant,  acute 
EKG  changes. 

At  autopsy,  all  were  found  to  have  acute  infarction 
of  the  anterior,  septal,  or  lateral  areas  of  the  left  ven- 
tricle with  rupture  of  the  anterior  left  ventricular  wall. 
Four  showed  no  evidence  of  previous  infarction.  There 
was  old  patchy  fibrosis  in  one  case.  The  pathology  find- 
ings are  summarized  in  Table  III.  The  EKG  and  gross 


anatomical  findings  in  case  A-30-73  are  illustrated  in 
Figures  1 and  2. 

Perforation  of  the  Interventricular  Septum 

The  reported  incidence  of  this  complication  com- 
prises about  2 per  cent  of  infarct  deaths.8’  9 There  ap- 
pears to  be  no  age  or  sex  differential.  The  perforation 
(or  perforations)  usually  occurs  in  the  course  of  an  ex- 
tensive infarction  (more  commonly  anterior) , resulting 
in  large  areas  of  septal  necrosis.  The  acute  event  is 
usually  heralded  by  the  appearance  of  a loud,  holo- 
systolic  murmur  heard  best  along  the  left  sternal  border 
and  accompanied  by  various  degrees  of  congestive 
heart  failure.  Perforation  occurs  most  commonly  within 
the  first  week  after  infarction.  The  acute  mortality  is 


TABLE 

II 

Case 

Sex 

Age 

Area  of 
Infarction 

Complication 

Interval  Between 

INFARCT  AND  COMPLICATION 

COMPLICATION  AND  DEATH 

A-63-71  

F 

77 

Antero-septal 

Cardiac  rupture 

5 days 

2 hours 

A-59-72  

M 

65 

Antero-septal 

Cardiac  rupture 

12  hours 

1 hour 

A-67-72  

F 

80 

Antero-septal 

Cardiac  rupture 

7 hours 

1 hour 

A-30-73  

F 

76 

Antero-septal  and 
antero-lateral 

Cardiac  rupture 

5 days 

1 hour 

A-31-73  

F 

74 

Antero-septal 

Cardiac  rupture 

4 days 

1 hour 

A-19-73  

M 

64 

Posterior  septum, 
post,  and  inf. 
left  ventricle 

I.V.  septal 
perforation 

5 days 

3 hours 

A-20-73  

M 

67 

Posterior  septum, 
post,  and  inf. 
left  ventricle 

I.V.  septal 
perforation 

Present 

on 

admission 

4 days 

A-27-73  

M 

71 

Antero-septal  and 
antero-lateral 

I.V.  septal 
perforation 

6 hours 

25  hours 

A-36-71  

F 

51 

Posterior  septum, 
post,  and  inf. 
left  ventricle 

Ruptured 

papillary 

muscle 

9 days 

2 hours 
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TABLE  III 

CARDIAC  RUPTURE 

Coronary  Arteries 


Case 

Peak 

SGOT 

Peak 

LDH 

Heart 

Weight 

RCA 

% 

LAD 

% 

LCX* 

% 

Pathology 

EKG  Findings 

A-63-71  

76 

382 

450  gm 

50 

95 

50 

Acute  infarction  of 
septum  and  anterior 
L.V.  with  rupture 
of  anterior  L.V.  wall 

Loss  of  R in  V1-V4. 

Electro-mechanical 

dissociation 

A-59-72  

375  gm 

90 

100 

90 

Acute  infarction  of 
septum  and  anterior 
L.V.  with  rupture 
of  anterior  L.V.  wall 

Loss  of  R in  V4. 

Low  amplitude  R in 
V2.  S-T  Seg  elevation 
in  Vj-Vj.  Electro- 
mechanical dissociation 

A-67-72  

8 

162 

350  gm 

80 

too 

80 

Acute  infarction  of 
septum  and  anterior 
L.V.  with  rupture 
of  anterior  L.V.  wall. 
Old  patchy  fibrosis 

Q in  I and  AVL.  Q in 
Vo-V3.  RBBB. 
Electro-mechanical 
dissociation 

A-30-73  

93 

802 

420  gm 

50 

100 

50 

Acute  infarction  of 
septum,  ant.  and  lat. 
L.V.  with  rupture 
of  anterior  L.V.  wall 

Loss  of  R in  V2-V5. 
Left  anterior  hemi- 
block.  Atrial 
fibrillation 

A-31-73  

159 

954 

300  gm 

90 

100 

50 

Acute  infarction  of 
septum  and  anterior 
L.V.  with  rupture 
of  anterior  L.V.  wall 

Loss  of  R in  V4-V4. 
RBBB.  Atrial  flutter. 
Atrial  fibrillation. 
A-V  dissociation 

5/48  = 10.4%  of  infarct  deaths. 

* Figures  refer  to  per  cent  occlusion  of  RCA  = right;  LAD  = left  anterior  descending;  LCx  = left  circumflex. 


high,  with  few  patients  surviving  two  months.  This 
condition  must  be  differentiated  from  papillary  mus- 
cle disease,  which  it  closely  resembles  clinically. 

Three  patients  (6.3%)  in  our  series  succumbed  to 
perforation  of  the  IV  septum.  The  age  averaged  67 
years.  All  three  were  male.  The  EKG  showed  inferior 
wall  infarction  in  two  cases  (one  of  which  had  a pre- 
existing right  bundle  branch  block).  The  third  case 
showed  antero-septal  infarction  with  development  of 
right  bundle  branch  block. 

Septal  perforation  was  suspected  in  each  case  be- 
cause of  the  presence  of  an  impressive  murmur  and 
congestive  heart  failure.  The  murmur  was  present  on 
admission  in  one  case  (A-20-73).  The  patient  expired 
four  days  after  admission  in  intractable  heart  failure. 
One  case  developed  a loud  murmur  six  hours  after  ad- 
mission and  died  25  hours  later  in  severe  heart  failure. 
The  third  case  developed  a murmur  and  heart  failure 
five  days  after  admission  and  died  within  three  hours. 

At  autopsy,  all  showed  extensive  necrosis  of  the  sep- 
tum. Two  cases  showed  infarction  of  the  inferior  and 
posterior  left  ventricular  wall  with  perforation  of  the 
posterior  septum.  The  other  case  showed  massive  in- 


farction of  the  anterior  left  ventricular  wall  with  necro- 
sis of  the  septum  extending  through  to  the  posterior 
wall.  There  was  no  evidence  of  previous  infarction.  The 
pathology  findings  are  summarized  in  Table  IV.  The  . 
EKG  and  gross  anatomical  findings  in  case  A-19-73  are 
illustrated  in  Figures  3 and  4. 

Ruptured  Papillary  Muscle 

Papillary  muscle  dysfunction,  transient  or  perma- 
nent, is  seen  commonly  in  various  degrees  following 
myocardial  infarction.  Rupture  is  a rare  complication 
accounting  for  less  than  1 per  cent  of  infarct 
deaths.10- 11  It  occurs  in  extensive  infarcts,  usually  of 
the  posterior  wall.  There  is  a loud  mitral  insufficiency 
murmur  accompanied  by  the  appearance  of  congestive 
heart  failure.  Death  usually  occurs  within  24  hours,  al- 
though some  cases  surviving  longer  have  been  reported. 
The  syndrome  must  be  distinguished  from  perforation 
of  the  IV  septum. 

One  patient  (2.1%)  in  our  series  succumbed  to  rup- 
ture of  the  left  posterior  (postero-medial)  papillary 
muscle.  This  patient  was  a female  who  developed  a 
murmur  nine  days  after  an  extensive  infero-posterior 
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TABLE  IV 

SEPTAL  PERFORATION 

Coronary  Arteries 


Case 

Peak 

SGOT 

Peak 

LDH 

H eart 
W eight 

RCA 

% 

LAD 

% 

LCX 

% 

Pathology 

EKG  Findings 

A-19-73  

85 

572 

550  gm 

95 

90 

80 

Acute  infarction  of  pos- 
terior septum  and  post. 
L.V.  wall  with  rupture  of 
post,  septum 

RBBB  (old).  Q 
in  II,  III,  AVF. 
A-V  dissociation 

A-20-73  

350 

1720 

400  gm 

100 

85 

85 

Acute  infarction  of  pos- 
terior septum  and  post. 
L.V.  wall  with  rupture 
of  septum 

Q in  II,  III,  AVF. 

A-27-73  

123 

725 

520  gm 

50 

100 

50 

Acute  infarction  of  ant. 
L.V.  wall  and  septum  ex- 
tending to  post  L.V.  wall 
with  rupture  of  septum 

Loss  of  R in 
VrV4.  RBBB. 

3/48  = 6.3%  of  infarct  deaths. 
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Figure  2 

infarct.  The  patient  died  two  hours  later  in  severe  con- 
gestive heart  failure. 

At  autopsy,  there  was  extensive  infarction  of  the 
posterior  and  inferior  wall  of  the  left  and  right  ven- 
tricular walls,  with  necrosis  and  rupture  of  the  left 


posterior  papillary  muscle.  There  was  no  previous  in- 
farction. The  pathology  findings  are  summarized  in 
Table  V.  The  EKG  and  gross  anatomical  findings  in 
this  case  are  illustrated  in  Figures  3 and  6. 

Other  Infarct  Deaths 

Thirty-nine  other  patients  died  of  myocardial  infarc- 
tion. Sixteen  of  this  group  (42%)  showed  evidence  of 
previous  infarction  compared  with  the  study  group  in 
which  only  one  patient  showed  old  patchy  fibrosis.  This 
group  in  general  had  very  severe  narrowing  or  obstruc- 
tion of  major  coronary  vessels,  often  exceeding  that  of 
the  study  group.  However,  the  latter  all  had  severe  nar- 
rowing or  obstruction  of  the  left  anterior  descending 
system,  in  addition  to  other  vessels  involved. 

Many  of  the  patients  in  this  group  had  papillary 
muscle  disease.  Many  also  had  extensive  areas  of  dam- 
age, with  thinning  of  the  left  ventricular  wall  or  sep- 
tum. This  led  to  severe  impairment  of  left  ventricular 
function  and  power  failure,  which  was  the  cause  of 
death  in  most  of  these  individuals. 
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Figure  4 


Discussion 

It  appears  to  the  authors  that  hearts  examined  post- 
mortem at  this  institution  are  much  sicker  now  than  in 
former  years.  While  our  series  is  small  and  not  statisti- 
cally significant,  we  were  impressed  by  the  severity  of 
left  ventricular  and  coronary  artery  disease.  There  were 
few  hearts  "too  good  to  die.” 

Several  factors  might  explain  these  findings.  Better 
prevention  and  treatment  of  arrhythmias  has  notably 
reduced  deaths  due  to  electrical  instability.  The  spin- 
off from  the  coronary  care  unit  into  many  areas  has  led 
to  generally  improved  treatment  of  the  acute  phase  of 
myocardial  infarction.  In  recent  years,  good-quality 
cine-arteriography  and  open  heart  surgery  have  begun 
to  have  their  impact.  Aorto-coronary  saphenous  vein 
bypass  graft  surgery  appears  to  have  at  least  short-term 
benefits,  and  can  be  done  in  community  hospitals  with 
an  operative  mortality  of  2 per  cent  or  less.12  Surgical 
treatment  of  ventricular  aneurysm  and  akinetic  areas 
is  quite  helpful  in  selected  cases.13  There  is  current  in- 


terest in  aggressive  medical  and  surgical  intervention 
in  the  preinfarction  syndrome,  in  the  hope  that  myocar- 
dial damage  can  be  prevented  or  limited.  In  essence, 
patients  with  some  functional  myocardial  reserve  are 
being  salvaged,  at  least  for  a time.  Those  with  poorer 
left  ventricular  function  continue  to  have  a high  mor- 
tality rate  and  constitute  the  largest  group  seen  at  au- 
topsy. Patients  with  structural  complications  are  a sub- 
set of  this  group. 

Cardiac  rupture  does  not  offer  much  hope  for  treat- 
ment. Biorck6  and  Mogensen7  have  emphasized  the  im- 
portance of  marked  sinus  or  junctional  bradycardia  and 
electro-mechanical  dissociation  as  EKG  signs  of  bleed- 
ing into  the  pericardial  space.  Cobbs,  et  al.u  believe 
that  when  these  signs  are  present  in  patients  with  pain 
and  deteriorating  hemodynamics,  closed-chest  cardiac 
massage  should  be  avoided.  Instead,  they  recommend 
pericardiocentesis  and  immediate  surgical  intervention. 
Their  two  cases  are  the  first  long-term  survivals  to  be 
reported.  The  prognosis  in  this  condition  remains  grave. 
All  of  our  cases  expired  within  two  hours. 

Septal  perforation  and  papillary  muscle  rupture  offer 
more  hope  for  surgical  treatment.  These  conditions 
must  first  be  differentiated.  This  can  be  done  by  right 
heart  catheterization  alone,  but  left  heart  catheteriza- 
tion should  also  be  done  if  the  patient’s  condition  per- 
mits. 

Sanders,  et  al.s  reviewed  the  natural  history  of  IV 
septal  perforation  and  found  that  less  than  35  per  cent 
survived  two  weeks.  The  first  attempts  at  surgical  clo- 
sure were  in  this  group.  Best  results  are  obtained  if  the 
patient  can  be  operated  at  six  weeks  or  more.15  Unfor- 
tunately, few  survive  this  long  on  medical  management 
alone.  Successful  early  operation  has  been  reported 
only  recently.  Graham,  et  al.16  operated  12  cases  from 
one  to  seven  days  after  appearance  of  a ventricular  sep- 
tal defect  (VSD) , with  six  surviving  from  6 to  54 


TABLE  V 

RUPTURED  PAPILLARY 

MUSCLE 

Case 

Peak 

SCOT 

Peak 

LDH 

Heart 

Weight 

Coronary  Arteries 
RCA  LAD  LCX 

% % % 

Pathology 

EKG  Findings 

A-36-71  

144 

900 

435  gm 

100  90  100 

Acute  infarction  of  pos- 
terior L.V.  wall  with 
necrosis  of  left  postero- 
medial papillary  muscle 
and  rupture  from  septal 
attachment 

Q in  II,  IIL  AVF 
Tall  R waves  in 

vrv3 

1/48  = 2.1%  of  infarct  deaths. 
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months.  Only  one  of  our  cases  survived  as  long  as  four 
days  and  might  have  been  a surgical  candidate.  At  au- 
topsy, his  heart  showed  extensive  left  ventricular  dam- 
age with  severe  three-vessel  disease.  Nevertheless,  it 
is  probably  true,  that  patients  who  develop  a murmur 
and  heart  failure  after  an  infarction  and  are  still  alive 
at  24  hours  deserve  at  least  a catheter  study.  Even 
though  the  prognosis  is  poor,  some  patients  in  this 
group  can  be  salvaged. 

Ruptured  papillary  muscle  has  a higher  medical  mor- 
tality, with  70  per  cent  dead  within  24  hours.10  How- 
ever, Austen,  et  al .17  reported  five  cases  in  which  valve 
replacement  was  carried  out  from  14  days  to  14  months 
after  infarction.  Four  of  his  cases  survived. 

Conclusions 

While  other  complications  of  myocardial  infarction 
are  yielding  to  advances  in  medical  and  surgical  treat- 
ment, the  mortality  from  structural  complications  re- 
mains high,  and  in  our  institution  constituted  an  in- 
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creasing  percentage  of  infarct  deaths  over  the  period 
Istudied  (Table  I ). 

Cardiac  rupture  was  most  common  (10.4%).  It  tend- 
ed to  occur  in  older  females  without  previous  coronary 
disease  experiencing  an  antero-septal  or  antero-lateral 
infarction.  Demise  was  rapid  in  all  cases. 

Perforated  IV  septum  and  ruptured  papillary  muscle 
accounted  for  6.3  per  cent  and  2.1  per  cent  respective- 
ly. These  conditions  must  be  differentiated  by  catheter 
study,  which  should  be  done  in  patients  who  survive 
for  24  hours  or  more. 
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Pseudomonas  Tracheobronchitis 


The  Use  of  Systemic  Gentamicin  and  Polymyxin-B  Aerosol 
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The  discovery  of  the  penicillins  in  the  early  1940s 
supplied  a therapeutic  modality  for  the  gram-positive 
pneumonias.  However,  these  same  agents  allowed  an 
emergence  of  gram-negative  organisms  in  the  tracheo- 
bronchial flora. 

The  discovery  of  the  polymyxins  in  1947  provided 
a therapeutic  modality  for  the  gram-negative  orga- 
nisms, especially  the  poor-prognosis  Pseudomonas  pneu- 
monia.1 Neurologic  and  nephrogenic  toxicities  were 
soon  recognized  in  patients  with  poor  renal  function  re- 
ceiving polymyxin-B  systemically.  Thus,  this  antibiotic 
was  often  used  only  after  definite  bacteriologic  con- 
firmation was  made,  and  often  rather  late  in  the  clinical 
course  of  Pseudomonas  infections. 

Lepper,2  in  1954,  described  the  use  of  aerosolized 
polymyxin-B  as  a prophylactic  measure  in  patients  with 
impaired  respiratory  clearance  mechanisms,  namely  the 
postoperative  patient  or  the  neurogenically  impaired 
patient  requiring  continued  and  prolonged  intubation. 
His  studies  were  primarily  directed  at  the  incidence 
and  occurrence  of  various  organisms  in  the  previously 
sterile  trachea,  when  various  combinations  of  therapy 
were  employed. 

Subsequently,  others  have  quoted  his  data  as  justifi- 
cation for  the  empiric  use  of  aerosolized  polymyxin-B 
as  a therapeutic  agent  in  combination  with  other  poten- 
tially toxic  agents  in  the  treatment  of  Pseudomonas  in- 
fection of  the  lung.  Even  though  this  therapy  has  been 
recommended  and  frequently  used,  there  appears  to 
have  been  no  prospective  study  made  where  significant 
improvement  was  documented  by  objective  criteria. 

The  discovery  of  gentamicin  in  1962  provided  an 
antimicrobial  agent  with  gram-positive  and  gram-nega- 
tive spectra,  especially  effective  against  Proteus  and 
Pseudomonas.3  It  rapidly  gained  popularity  as  the  drug 
of  choice  in  gram-negative  infections  because  of  its  lower 
renal  toxicity  and  high  renal  clearance.  There  has  been, 
however,  little  change  in  the  incidence  of  Pseudomonas 
infections  or  in  the  morbidity  and  mortality  associated 
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with  Pseudomonas  pneumonias.  There  have  been  sev- 
eral prospective  studies  reporting  the  benefits  and  the 
lack  of  benefits  of  gentamicin  alone  and  in  combination 
with  other  agents.4-  5 Recent  data,  revealing  that  genta- 
micin does  not  enter  the  sputum  in  significant  quanti- 
ties to  reach  the  minimum  inhibitory  concentration,6  have 
led  to  the  reconsideration  of  use  of  intrabronchial  poly- 
myxin-B in  combination  with  systemic  gentamicin  to  con- 


The  therapeutic  effect  of  systemic  gen- 
tamicin and  the  possible  synergistic  effect 
of  aerosolized  polymyxin-B  on  Pseudom- 
onas tracheobronchitis  is  evaluated. 


trol  Pseudomonas  infections.  Retrospective  studies  have 
reported  both  favorable  and  unfavorable  results  regard- 
ing the  ability  to  eradicate  Pseudomonas  with  the  rec- 
ommended dosages  of  aerosolized  polymyxin-B.7-10 
Case  reports  have  been  more  concerned  with  the 
method  of  polymyxin-B  delivery,  and  the  pharmakinet- 
ics  of  intrabronchial  drug,  than  with  the  effect  on  the 
bacterial  species  or  upon  their  quantitation.  It  has  also 
been  noted  that  serum  gentamicin  levels  may  vary 
widely  in  patients  with  normal  renal  function  when  the 
dose  is  calculated  on  a body-weight  basis. 

Currently,  systemic  gentamicin  or  carbinicillin  are 
recommended  for  Pseudomonas  pneumonia.  This  com- 
bination is  of  limited  usefulness  for  prolonged  therapy 
because  of  the  required  systemic  route  of  administra- 
tion, toxicity,  and  cost.  These  facts  may  have  contrib- 
uted to  the  recent  emergence  of  Pseudomonas  orga- 
nisms resistant  to  these  antibiotics.11-  12 

Because  of  these  problems,  we  decided  to  evaluate 
the  therapeutic  effect  of  systemic  gentamicin  and  the 
possible  synergistic  effect  of  aerosolized  polymyxin-B 
on  Pseudomonas  tracheobronchitis.  It  has  been  demon- 
strated that  less  than  10  per  cent  of  the  intrabron- 
chially  administered  Polymyxin-B  is  absorbed,  and  that 
the  mean  inhibitory  concentration  for  Pseudomonas  of 
2 mcg/mm  is  easily  achieved  in  the  sputum  by  aero- 
solization.2-  7 

It  was  our  previous  observation  that  it  was  difficult 
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to  eradicate  Pseudomonas  in  patients  with  chronic  pul- 
monary disease,  thus  quantitative  cultures  were  used 
to  objectively  measure  a therapeutic  response.  Pseudo- 
monas pulmonary  infection  was  defined  as  a patient 
having  a positive  quantitative  sputum  culture  asso- 
ciated with  any  two  of  the  following:  (1)  purulent  spu- 
tum; (2)  systemic  leukocytosis;  (3)  fever;  (4)  x-ray 
worsening;  (5)  deteriorating  clinical  condition. 

All  patients  were  already  hospitalized  and  under 
treatment  for  pulmonary  decompensation,  receiving 
; vigorous  tracheobronchial  hygiene  which  included  hu- 
midification, bronchodilators,  intermittent  positive-pres- 
sure breathing,  postural  drainage  and  clapping,  and 
; any  other  indicated  drug  therapy. 

Seventeen  patients  with  routine  laboratory  cultures 
positive  for  Pseudomonas  were  evaluated.  After  careful 
sputum  collection  and  microscopic  confirmation  of  its 
bronchial  origin,  ten  patients  had  positive  quantitative 
cultures.  It  is  thought  that  the  seven  patients  with  uncon- 
firmed positive  cultures  probably  had  gram-negative 
colonization  of  the  mouth  and  throat,  and  the  routine 
collection  may  have  not  been  true  sputum.  It  is  also 
possible  that  a delay  between  collection  and  plating 
may  have  allowed  an  overgrowth  of  Pseudomonas.  Ul- 
timately, eight  of  these  patients  completed  the  entire 
course  of  therapy.  One  cystic  fibrosis  patient  died  of 
sepsis  on  the  third  day  of  gentamicin  therapy ; and  one 
patient  with  bronchogenic  carcinoma  was  withdrawn 
because  of  severe  bronchospasm  associated  with  aero- 
solized polymyxin-B  therapy. 

The  average  age  of  patients  studied  was  45  years, 
with  an  age  range  of  9 to  70  years.  There  was  an  equal 
distribution  of  the  sexes,  with  five  males  and  five 
females. 

In  the  ten  patients  studied,  the  underlying  diseases 
associated  with  Pseudomonas  infection  were  cystic  fi- 
brosis in  three  and  chronic  obstructive  pulmonary  dis- 
j ease  in  seven.  On  entering  the  study,  each  patient  re- 
ceived systemic  gentamicin  of  5 mg/ kg/ day  in  three 
equally  divided  doses  (Figure  1 ) for  seven  days  in  the 
recommended  dosage  for  Pseudomonas  pneumonia, 
with  the  goal  of  reaching  a known  minimum  inhibitory 
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GENTAMICIN  5 mg/kg/D > SYSTEMICALLY 

SYSTEMICALLY 
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(2  mcg/ml) 

< Days  1-7 ► < Days  8-15 > 

Figure  1.  Antibiotic  study  design. 


concentration  (MIC)  for  Pseudomonas  of  6 to  8 meg/ 
mm.  On  the  eighth  day,  aerosolized  polymyxin-B  was 
added  in  a recommended  dosage  of  2 mg/kg/day  in 
four  equally  divided  doses,  which  is  known  to  achieve 
the  MIC  of  2 meg/mm  in  the  sputum.  The  antibiotic 
combination  was  continued  throughout  the  15th  day. 
The  patients  were  evaluated  daily  with  sputum  assess- 
ment for  volume,  consistency  and  color;  twice  daily 
their  peak  flow  was  obtained  as  a measure  of  airway 
dynamics;  and  weekly  microscopic  sputum  examina- 
tions, quantitative  cultures,  creatinine  clearances, 
gentamicin  levels  and  gentamicin  half  lives  were  deter- 
mined. 

Serum  gentamicin  levels  were  measured  and  the 
drug  half  life  and  mean  therapeutic  level  were  cal- 
culated. The  drug  half  life  is  the  time  required  for  the 
serum  level  to  fall  to  50  per  cent  of  its  peak  concentra- 
tion. The  mean  therapeutic  level  is  the  serum  level  at 
50  per  cent  of  peak  concentration.  It  was  determined 
that  these  patients,  who  were  receiving  the  recom- 
mended daily  dosage  on  a body-weight  basis,  had  a 
mean  serum  half  life  of  4.2  hours.  There  was  a wide 
variation  ranging  between  1.1  and  6.3  hours.  The  mean 
therapeutic  level  was  3-1  meg/mm.  Again  there  was  a 
wide  variability  in  the  mean  therapeutic  level  ranging 
between  0.8  meg/mm  and  4.2  meg/mm.  These  levels 
paralleled  the  half  lives  as  would  be  expected. 

It  should  be  noted  that  these  levels  did  not  approach 
the  minimum  inhibitory  concentration  for  Pseudom- 
onas infection  of  6 to  8 meg/mm.  The  toxic  level  for 
gentamicin  is  greater  than  12  meg/mm. 

Figure  2 demonstrates  the  results  of  the  quantita- 
tive cultures.  The  sputum  collections  were  obtained 
more  than  five  hours  after  the  last  dose  of  aerosolized 
polymyxin-B.  It  should  be  noted  that  the  divisions  on 
the  ordinate  are  not  linear;  instead,  each  division  is  a 
tenfold  increase  in  number  of  colonies  per  millimeter. 
Each  bar  represents  a single  culture,  and  each  type  of 
bar  a different  phase  of  the  therapeutic  course  as  in- 
dicated. Comparing  the  baseline  cultures  to  the  cul- 
tures after  seven  days  of  gentamicin  therapy,  one  can 
see  that  there  was  little  or  no  change  in  the  quantita- 
tive cultures.  Patients  3,  5,  and  8 did  have  a decrease 
in  the  number  of  organisms,  and  these  same  patients 
had  gentamicin  therapeutic  levels  at  4 meg/mm.  This 
implies  that  the  serum  concentration  was  within  the 
MIC  range  approximately  20  per  cent  of  the  time,  and 
may  have  contributed  to  the  suppression  of  the  number 
of  organisms.  During  therapy  with  gentamicin  alone, 
there  was  no  change  in  the  patient’s  sputum  consisten- 
cy, volume,  color,  nor  in  their  peak  flow  rates. 

With  the  addition  of  polymyxin-B  aerosol,  it  is  evi- 
dent that  six  out  of  eight  patients  had  a complete  aboli- 
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Figure  2.  Quantitative  culture  results. 

tion  of  organisms.  Patient  4,  with  a left-upper  lobe  ab- 
scess, had  no  growth  on  one  culture  and  a diminished 
number  of  organisms  on  a sample  the  next  day,  pre- 
sumably as  the  abscess  partially  drained.  Patient  7, 
with  cystic  fibrosis,  had  no  significant  change  in  the 
quantitative  cultures.  This  patient  also  had  the  shortest 
gentamicin  half  life  and  the  lowest  gentamicin  level  at 
0.8  mcg/mm.  Associated  with  the  abolition  of  orga- 
nisms in  the  sputum,  two  of  six  patients  had  a decrease 
in  the  volume  and  consistency  of  their  sputum;  and 
four  of  six  had  an  improvement  in  the  sputum  color 
and  in  their  peak  flows. 

Summary 

We  found  that  in  Pseudomonas  respiratory  infec- 
tions, systemic  gentamicin  alone,  in  recommended 
doses  by  body-weight,  may  not  decrease  the  number 
of  organisms  in  the  sputum.  This  may  be  related  to  the 
inability  to  achieve  the  6 mcg/mm  concentration  re- 
quired for  the  inhibition  of  Pseudomonas.  It  also  may 
be  related  to  the  poor  sputum  penetration  by  systemi- 
cally  administered  gentamicin.  It  is  thought  that  the 
combination  of  systemic  gentamicin  and  polymyxin-B 
aerosol  may  produce  an  additive  or  synergistic  effect 
in  Pseudomonas  tracheobronchitis.  Reduction  in  the 
number  of  organisms  by  combined  antibiotic  therapy 
did  not  alter  sputum  volume  nor  sputum  consistency 
in  the  majority  of  patients,  but  did  improve  sputum 
color  and  airway  dynamics.  On  the  basis  of  this  pre- 
liminary data,  it  is  suggested  that  when  treating 
Pseudomonas  respiratory  infection  with  gentamicin,  the 
dosage  should  be  determined  by  the  serum  gentamicin 
level.  In  order  to  determine  the  optimal  therapy  for 
Pseudomonas  respiratory  infection,  further  studies  will 


be  needed  in  which  the  gentamicin  blood  level  is  con- 
trolled at  the  minimum  inhibitory  concentration,  and 
patients  are  randomized  using  each  antibiotic  alone  as 
well  as  in  combination.  Long-term  followup  after  these 
various  modes  of  therapy  should  be  done  to  establish 
whether  or  not  a prolonged  therapeutic  benefit  is  ob- 
tained. 
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Normal  coronary  arteriography  is  not  uncommon  in 
patients  undergoing  cardiac  catheterization  for  evalua- 
tion of  chest  pain.  Large  centers  report  that  patients  in 
whom  primary  myocardial  disease,  valvular  heart  dis- 
ease, congenital  heart  disease  and  systemic  diseases 
known  to  cause  angina  pectoris  have  been  excluded, 
9 to  30  per  cent  will  have  normal  coronary  arteri- 
ography.1-3 We  have  been  reassured  by  these  reports 
that  the  prognosis  is  benign  and  that  most  patients  im- 
prove with  no  treatment.  In  addition,  most  studies 
imply  that,  in  the  absence  of  large-vessel  disease  dem- 
onstrated by  angiography,  reassurance  to  the  patient 
and  his  physician  is  sufficient  in  most  cases.  There  has 
been  little  information  as  to  how  many  of  these  patients 
continue  to  have  chest  pain,  require  medication  for 
their  chest  pain,  or  need  to  be  rehospitalized  because 
of  their  chest  pain. 

Patients  Studied 

In  a retrospective  study  covering  the  years  1967- 
1971,  39  patients  undergoing  cardiac  catheterization 
for  angina-like  chest  pain  were  found  to  have  normal 
coronary  arteriograms.  All  patients  with  abnormal  coro- 
nary arteriography,  primary  myocardial  diseases,  and 
other  diseases  known  to  possibly  cause  angina  pectoris 
were  excluded. 

Of  the  39  patients,  four  were  lost  to  follow-up.  One 
died  in  an  automobile  accident,  and  three  moved  out 
of  state  and  could  not  be  contacted.  The  remaining  35 
patients  were  followed  for  two  to  six  years.  Of  these, 
21  were  male  and  14  female. 

In  agreement  with  other  reports,  no  patients  had  a 
myocardial  infarction  and  none  died.  Surprisingly,  32 
of  35  continued  to  have  chest  pain.  Six  patients  had 
chest  pain  but  did  not  require  medication  or  hospitali- 
zation. Twenty-six  required  medical  treatment  and  14 
of  these  were  hospitalized  for  chest  pain. 
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An  attempt  was  made  to  correlate  the  electrocardio- 
grams with  the  clinical  course  at  rest  and  with  exercise 
(Table  I) . There  was  no  correlation. 

The  functional  classification  of  the  majority  of  these 
patients  was  I-II,  and  did  not  change  significantly  dur- 
ing the  study. 

Discussion 

Several  explanations  for  angina-like  chest  pain  and 
normal  coronary  arteriograms  have  been  proposed.  Ab- 
normal hemoglobin-oxygen  dissociation  has  been  one 
explanation,  especially  in  heavy  smokers.4  This  has 
been  discounted  by  recent  studies,  which  have  shown 
normal  myocardial  oxygen  extraction  in  patients  with 
normal  coronary  arteries  and  angina  even  with  atrial 
pacing,  tachycardia,  or  isoproterenol  infusions.3  Small- 
vessel  disease  should  be  considered  in  collagen  vascu- 
lar diseases,  diabetes,  polycythemia,  thrombotic  throm- 
bocytopenia, and  certain  neuromuscular  diseases.  In  the 
absence  of  these  diseases  and  the  absence  of  large-ves- 
sel atheromatous  disease,  small-vessel  disease  can  be 
discounted  as  a cause  of  angina-like  chest  pain. 

Undetected  cardiomyopathy  of  the  asymetric  septal 
hypertropic  type  (IHSS  or  ASH)  is  a known  cause  of 
angina-like  chest  pain.  A family  history  and  the  physi- 
cal examination  should  suggest  this  disease,  and  an 
echocardiogram  and  adequate  cardiac  catheterization 
should  exclude  it.  Inadequate  coronary  arteriography 
occasionally  leads  to  the  diagnosis  of  a normal  coronary 
arteriogram.  When  performed  at  large  centers  with  ex- 
perienced arteriographers  and  good  equipment,  this 
should  be  an  infrequent  occurrence.  Coronary  artery 
spasm  has  been  demonstrated  to  occur  in  some  patients 
during  coronary  arteriography  and  has  even  recently 
been  described  in  some  cases  of  Variant  or  Prinzmetal’s 
angina.5  All  of  these  possible  causes  were  thought  to 
be  absent  in  the  present  study. 

Two  aspects  of  this  study  deserve  comment.  First, 
there  is  a majority  of  males  in  this  study,  whereas  in 
most  other  reports  females  predominate.  It  should  be 
pointed  out  that  there  is  one  large  series  in  which  the 
ratio  was  equal.6  Second,  since  this  was  a retrospective 
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ELECTROCARDIOGRAPHY 

TABLE  I 

AND  SUBSEQUENT  CLINICAL 

COURSE 

Total  No. 

Exercise  Test 

Not 

Abnormal 

Resting 

Patients 

+ 

Exercised 

ECG 

No  treatment 

9 

4 3 

0 

2 

Medication  only 

12 

3 7 

1 

1 

Hospitalization  only  

1 

0 1 

0 

0 

Hospitalization  plus  medication 

13 

3 6 

2 

2 

study,  it  is  possible  that  with  atrial  pacing,  coronary  si- 
nus lactate  measurements  or  LVEDP  with  exercise,  fur- 
ther myocardial  abnormalities  might  have  been  found 
in  some  cases. 

Summary 

In  summary,  patients  with  angina-like  chest  pain  and 
normal  coronary  arteriography  have  a good  prognosis. 
The  clinical  course  cannot  be  predicted  by  ECG 
changes  at  rest  or  with  exercise.  The  majority  are  able 
to  continue  to  perform  at  an  exercise  level  equivalent 
to  functional  class  I-II  for  at  least  two  to  six  years.  Un- 
fortunately, the  majority  of  these  patients  continue  to 
have  chest  pain  and  require  medical  treatment  despite 
the  assurance  of  a normal  coronary  arteriogram.  A sig- 


nificant number  will  even  require  hospitalization  for 
chest  pain. 
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Fasting  Hypoglycemia 


Diazoxide  as  a Test  for  Endogenous  Insulin  Release 
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J.  L.  KYNER,  M.D.,  Kansas  City , Kansas 


Fasting  hypoglycemias  are  characterized  by  symp- 
toms which  occur  in  the  morning  or  after  a period  of 
fasting,  and  reactive  hypoglycemia  occurs  several  hours 
after  eating.  The  reactive  forms  of  hypoglycemia  can 
usually  be  diagnosed  on  the  basis  of  the  clinical  history 
and  glucose  tolerance  testing.  They  will  not  be  the  sub- 
ject of  further  discussion  in  this  paper.  When  a patient 
presents  with  a history  compatible  with  hypoglycemia, 
the  most  important  step,  after  documenting  the  hypo- 
glycemia, is  to  decide  whether  this  is  a fasting  or  a 
reactive  type  of  hypoglycemia. 

There  are  multiple  causes  for  fasting  hypoglycemia, 
as  is  seen  in  Table  I.  Congenital  enzyme  defects  are 
usually  seen  in  the  pediatric  age  group,  and  therefore 
are  rare  as  the  cause  for  the  first  hypoglycemia  in  the 
adult.  Hypoglycemia  associated  with  severe  hepatocel- 
lular damage  will  almost  always  be  related  to  the  very 
apparent  underlying  liver  disease.  Ethanol  can  cause 
a severe  form  of  hypoglycemia  which  should  always  be 
considered  in  an  alcoholic  with  altered  mentation  or 
other  acute  neurological  abnormalities.1’ 2 Patients  with 
adrenal  or  pituitary  insufficiency  are  very  sensitive  to 
insulin  and  may,  at  times,  have  a low  blood  sugar  lev- 
el.3 Exogenous  insulin  or  drugs  are  the  most  common 
causes  of  significant  hypoglycemia,  and  they  should  al- 
ways be  considered  in  someone  who  has  access  to  these 
medications.  Massive  extrapancreatic  neoplasms  can 
lower  blood  glucose  by  rapid  utilization  of  glucose  by 
the  tumor,  or  by  producing  an  insulin-like  substance 
which  can  lower  blood  glucose.4 

The  presence  of  an  insulinoma  in  a symptomatic  pa- 
tient is  frequently  missed  for  long  periods  of  time  be- 
cause of  its  varied  modes  of  presentation,  slow  tumor 
growth,  and  the  difficulty  in  establishing  a diagnosis  by 
laboratory  means.  The  tests  which  have  been  used  pre- 
operatively  to  establish  the  presence  of  an  insulin- 
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secreting  tumor  are  listed  in  Table  II.  Prolonged  fasting 
of  up  to  72  hours  is  frequently  the  most  useful  means 
of  triggering  hypoglycemia  in  these  patients.  Most  pa- 
tients with  an  insulinoma  will  become  symptomatic, 
with  low  blood  sugar  after  18  to  24  hours  of  fasting. 
The  test  should  be  continued  for  at  least  48  hours, 
however,  before  it  is  considered  negative.  Along  with 
regular  blood  sugars,  serum  insulin  levels  should  be 
routinely  obtained  in  such  patients. 


Testing  for  inappropriate  insulin  release 
in  a hypoglycemia  work-up  often  depends 
upon  making  the  patient  hypoglycemic. 
The  use  of  a single  dose  of  diazoxide  in  a 
patient  shown  to  have  an  insulinoma  is  de- 
scribed. 


The  glucose  tolerance  test  is  of  limited  value  in  the 
patient  with  a possible  insulinoma.  However,  some  of 
these  patients  will  respond  to  the  glucose  challenge 
with  a marked  hypoglycemia  in  the  third  and  fourth 
hours  of  the  test,  which  does  not  return  to  baseline 
value  by  the  sixth  hour.  Patients  with  reactive  hypo- 
glycemia similarly  become  hypoglycemic  several  hours 
after  a glucose  load,  but  their  blood  sugar  levels  are 
usually  normal  by  six  hours. 

The  fish-insulin-induced  hypoglycemia  test  involves 
giving  the  patient  an  exogenous  form  of  insulin  which 
is  not  detected  by  radioimmunoassay.5  Normally,  en- 
dogenous insulin  is  suppressed  by  exogenous  insulin. 
Endogenous  insulin  release  from  an  insulin  secreting 
tumor  is  not  suppressed  in  this  manner.  The  tolbuta- 
mide, leucine,  and  glucagon  tests  have  also  been  used 
to  trigger  hypoglycemia  in  these  patients.6-9  Because 
of  the  danger  of  life-threatening  hypoglycemia  that 
may  be  provoked  by  these  agents,  these  tests  must  be 
done  with  caution.  The  diazoxide  test,  which  will  be 
discussed  further,  is  the  only  one  of  these  tests  which 
does  not  make  the  patient  hypoglycemic  and.  therefore, 
is  potentially  the  safest. 

Diazoxide,  a benzothiadiazine  analogue,  was  origi- 
nally introduced  as  an  antihypertensive  agent.10-  11 
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TABLE  I 

HYPOGLYCEMIA 


Fasting 

1.  Islet  cell  tumor  (insulinoma) 

2.  Massive  extrapancreatic  neoplasms 

3.  Hepatic  causes 

1)  Acquired:  Severe  hepatocellular  damage 

2)  Congenital  enzyme  defects 

4.  Ethanol  and  poor  nutrition 

5.  Endocrine  (adrenal  or  pituitary  insufficiency) 

6.  Exogenous  insulin  or  drugs 

Reactive 

1.  Functional 

2.  Early  diabetes 

3.  Dumping  syndrome 


Nevertheless,  it  was  quickly  shown  to  possess  appreci- 
able hyperglycemic  properties  and,  since  1963,  it  has 
found  an  increasing  use  in  the  treatment  of  hypo- 
glycemias.12, 13  The  two  principal  merits  of  diazoxide  in 
treating  these  cases  are  its  effectiveness  in  combating 
hypoglycemias  of  a wide  variety  of  causes  and  the 
ready  reversibility  of  its  effects  with  cessation  of  the 
drug. 

There  has  been  controversy  concerning  the  mode  of 
action  of  diazoxide.  It  may  be  effective  in  at  least  three 
possible  ways  in  raising  the  blood  sugar  level.  First, 
diazoxide  has  a direct  effect  on  the  beta  cells  to  reduce 
insulin  secretion  due  to  glucose  and  amino  acid  stimu- 
lation.14-16 This  effect  is  seen  in  both  normal  and  neo- 
plastic islets,  and  usually  results  in  definite  lowering  of 
blood  insulin  levels.  This  action  on  the  pancreatic  beta 
cells  can  be  overcome  by  the  administration  of  tolbuta- 
mide. 

Second,  diazoxide  increases  catecholamine  release,12 
and  its  effectiveness  is  known  to  be  reduced  after 
adrenalectomy.  The  resulting  raised  levels  of  circulat- 
ing catecholamines  may  also  be  expected  to  reinforce 
the  direct  effects  of  diazoxide  on  insulin  secretion,  and 
may  also  account  for  the  observed  rise  of  serum  levels 
of  free  fatty  acids. 

Finally,  diazoxide  may  directly  act  on  the  liver  to  in- 
crease its  rate  of  glucose  output.  The  effects  of  diaz- 
oxide seen  in  normal  people  may  result  from  the  com- 
plex interactions  of  the  effect  at  all  three  sites  with  the 
inhibition  of  insulin  secretion  being  predominant. 

The  use  of  diazoxide  in  the  diagnosis  of  insulinomas 
was  first  described  by  Schein,18  at  the  National  In- 
stitutes of  Health.  Their  patients  were  given  100  mg 
of  oral  diazoxide  every  eight  hours  for  several  days,  and 
blood  sugar  readings  were  obtained  daily.  They  felt 


TABLE  II 

TESTS  FOR  INSULIN-SECRETING  TUMORS 

I.  Suppression  Tests 
Prolonged  Fasting 
OGTT  (later  hours  of  test) 
Ethanol-Induced  Hypoglycemia 
Fish-Insulin-Induced  Hypoglycemia 
Diazoxide 

II.  Stimulatory  Tests 
Tolbutamide 
Leucine 
Glucagon 


that  a greater  than  50  per  cent  increase  in  the  basal 
blood  sugar  values  over  two  to  three  days  was  diag- 
nostic of  an  insulinoma. 

Based  on  these  studies,  we  utilized  diazoxide  as  part 
of  a hypoglycemic  work-up  in  a patient  with  docu- 
mented fasting  blood  sugars  below  30  mg/100  ml. 
However,  in  contrast  to  the  method  described  above, 
we  gave  the  diazoxide  as  a single  dose  preceding  a 
standard  oral  glucose  tolerance  test. 

Case  Report 

The  patient  first  presented  to  the  University  of  Kan- 
sas Medical  Center  in  1965.  At  that  time  she  was  48 
years  old,  and  had  a 16-month  history  of  blackout 
spells  and  focal  neurological  signs.  Her  physical  exami- 
nation was  normal  and  all  laboratory  data,  including 
cerebral-arteriography,  were  within  normal  limits.  Her 
symptoms  continued  unchanged  until  1973,  at  which 
time  she  noted  periods  of  disassociation,  weakness  and 
cold  skin,  in  addition  to  the  above  problems.  A blood 
sugar  sample  drawn  during  one  of  these  attacks  was 
25  mg/ 100  ml.  She  had  noted  that  frequent  eating  de- 
creased the  frequency  of  these  episodes. 

She  was  subsequently  hospitalized,  and  blood  sugar 
reading  following  22  hours  of  fasting  measured  31  mg/ 
100  ml.  A glucose  tolerance  test  was  then  done,  fol- 
lowed on  the  next  day  by  a repeat  glucose  tolerance 
test.  Two  hours  before  this  second  test,  300  mg  of  diaz- 
oxide was  given  to  the  patient  orally.  The  results  of 
these  tests  are  seen  in  Figure  1.  During  the  initial  glu- 
cose tolerance  test  without  diazoxide  there  was  hypo- 
glycemia by  the  fourth  hour,  which  persisted  to  the  end 
of  the  test.  Inappropriate  elevations  of  plasma  insulin 
level  during  this  period  of  hypoglycemia  were  also  ob- 
served. Prior  to  the  second  oral  glucose  tolerance  test, 
the  patient  had  the  expected  decrease  in  her  plasma  in- 
sulin level  within  15  minutes  following  diazoxide  ad- 
ministration. With  this  test,  there  was  an  appropriate 
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insulin  response  to  the  hyperglycemia  following  the 
glucose  load.  Importantly,  during  the  later  hours  of  the 
test,  when  the  blood  glucose  levels  fall,  there  was  a 
simultaneous,  appropriate  decrease  in  her  plasma  insu- 
lin level. 

Based  on  these  studies,  it  was  felt  that  the  patient 
did  have  an  inappropriate  endogenous  release  of  insu- 
lin causing  her  hypoglycemia,  and  should  be  surgically 
explored.  At  the  time  of  surgery,  a.  1 cm  insulinoma 
was  found  in  the  head  of  the  pancreas  and  removed. 
Following  surgery,  the  patient  had  no  further  episodes 
of  hypoglycemia. 

Two  months  after  surgery,  the  patient  was  again  re- 
hospitalized and  the  two  glucose  tolerance  tests  were 
repeated  as  before  surgery.  Figure  2 contrasts  her  stan- 
dard oral  glucose  tolerance  tests  without  diazoxide  both 
before  and  after  surgery.  The  postoperative  test  is  en- 
tirely normal  in  contrast  to  the  previously  described  ab- 
normal test  prior  to  surgery.  Figure  3 shows  the  glu- 
cose tolerance  tests  done  with  preceding  diazoxide.  In 
both  tests,  there  is  an  initial  decrease  in  plasma  insulin 
levels  following  the  administration  of  diazoxide  and  the 
expected  increase  in  plasma  insulin  levels  in  response 
to  a glucose  challenge.  It  is  important  to  note  that  in 
each  test  with  diazoxide,  there  was  an  appropriate  fall 
in  plasma  insulin  levels  in  response  to  decreasing  blood 
sugar  levels  in  the  later  hours  of  the  test.  Diazoxide  ap- 
peared to  suppress  "inappropriate”  insulin  release  more 
readily  than  "normal-islet”  insulin  release. 

Proinsuhn  levels  were  not  determined  in  our  patient. 
These  would  have  been  of  interest  since  elevations 
have  been  noted  in  patients  with  insulinomas,19-22  al- 


though diazoxide  has  been  reported  to  suppress  im- 
munoreactive  insulin  more  readily  than  measured  pro- 
insulin. The  effect  on  the  inappropriate  insulin  release 
may  have  been  to  retard  proinsulin  and  allow  more 
normal  insulin  to  be  released. 

The  diazoxide  test,  as  described  above,  was  a quick 
and  safe  adjunct  as  to  whether  the  patient’s  fasting 
hypoglycemia  was  secondary  to  endogenous  insulin  re- 
lease. The  diazoxide  response  was  seen  after  one  oral 
dose,  and  patients  probably  need  not  be  given  a load- 
ing dose  or  repeated  doses  for  its  effect.  This  normali- 
zation of  the  insulin  response  to  plasma  glucose  levels 
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is  probably  secondary  to  suppression  of  inappropriate 
insulin  release. 

This  response  to  diazoxide,  and  its  utilization  as  a 
differential  test  in  a patient  with  apparent  inappropri- 
ate, endogenous  hyperinsulinemia,  represents  only  one 
case  and,  therefore,  cannot  be  generally  recommended 
until  more  cases  are  studied  and  further  data  collected. 
It  would  appear  to  be  a safe  procedure  and  no  more 
involved  than  other  types  of  testing  in  unexplained  hy- 
poglycemia. By  whatever  methods  of  evaluation,  an  in- 
appropriate plasma  insulin/ plasma  glucose  ratio  re- 
mains the  most  definitive  piece  of  readily  available 
evidence  at  this  time  for  the  presence  of  an  insulin  se- 
creting tumor. 
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Pediatric  Psychiatry 

Psychiatric  Consultation  in  the  Pediatrician’s  Office 


HARCHARAN  S.  SEHDEV,*  M.D.,  Topeka 

The  development  of  easily  accessible  psychiatric  ser- 
vices for  children  is  one  of  the  urgent  priorities  in  the 
mental  health  system.1  Sparsely  scattered  and  often  in- 
adequately staffed  community  clinics,  while  laboring 
hard,  fail  to  serve  all  those  who  seek  help.  Private  clin- 
ics, on  the  other  hand,  are  too  few  and  usually  too  ex- 
pensive to  afford  care  for  any  appreciable  segment  of 
the  population.  In  the  meantime,  many  emotionally  ill 
and  disturbed  children  continue  their  existence  without 
the  benefit  of  professional  opinion,  risking  further  de- 
terioration or  settlement  in  a state  of  chronic  disability 
or  discomfort.  In  order  to  provide  for  the  current  de- 
mands for  services  and  to  prepare  for  the  projected 
needs,  it  is  imperative  that  the  expansion  of  services 
not  only  be  emphasized  but  that  innovative  methods 
be  evolved  for  making  professional  help  readily  avail- 
able to  as  many  as  possible.  This  paper  describes  one 
such  approach.  It  discusses  the  provision  for  psychiatric 
consultation  in  the  pediatrician’s  office. 

The  overall  objectives  for  this  paper  are  threefold: 
(1)  to  demonstrate,  through  a small  series  of  case  pre- 
sentations, the  wide  variety  of  psychopathology  that  a 
pediatrician  encounters  in  his  office  practice;  (2)  to 
highlight  some  of  the  common  features  of  collaborative 
pediatric/child  psychiatric  practice;  and  (3)  to  describe 
an  approach  in  rendering  help  directly  and  with  dis- 
patch to  the  family.  In  this  respect  the  emphasis  re- 
mains on  using  parents  as  a means  of  ministering  help 
to  their  child.  Where  this  was  considered  to  be  an  un- 
realistic goal,  the  approach  was  used  to  prepare  the 
family  for  receiving  further  psychiatric  help. 

Lessening  of  general  stress  in  the  family  and  removal 
of  symptoms  were  considered  achievable  and  worthy 
goals.  This  was  based  on  the  expectation  that  removal 
of  obvious  impediments  would  permit  natural  resump- 
tion of  growth  in  the  child.  The  approach  described  to 
achieve  this  is  not  synonymous  with  "advice  giving,” 
and  it  does  not  deal  in  depth  with  parental  intrapsychic 
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conflicts.  However,  it  does  juxtapose  those  salient  intra- 
family or  parent-child  struggles  which  may  create  a 
deadlock  and  impede  further  growth  in  the  child.  Such 
juxtaposition  usually  evokes  parental  empathy  with  the 
resultant  new  or  different  awareness  about  a child’s  dif- 
ficulties. Under  these  circumstances,  parents  often  show 
remarkable  capacity  for  devising  new  ways  of  handling 
and  responding  to  the  child.  Lessening  of  irrational 


The  consultative  mode  is  described, 
stressing  a shift  in  orientation  to  view  the 
psychiatrist  as  part  of  the  team  providing 
total  health  eare. 


feelings  about  their  own  role  in  the  child’s  difficulties 
permits  more  effective  parenting,  a necessary  ingredi- 
ent and  perhaps  the  first  step  toward  the  restoration  of 
health  and  growth. 

Setting 

Two  groups  of  pediatricians,  one  in  a military  based 
hospital  and  another  in  group  practice,  participated  in 
the  program.  The  psychiatrist  visited  their  offices  for 
consultations.  With  some  preparation,  which  was  usual- 
ly not  extensive,  the  pediatrician  would  refer  the  pa- 
tient for  a consultation  "with  the  psychiatrist  in  our  of- 
fice.” The  patients  were  seen  within  a few  days. 

In  the  consultation,  the  child  and  the  mother  or  both 
parents  were  seen.  Individual  or  joint  interviews  were 
held  with  the  child  and  the  parent  (s)  as  indicated.  As 
a rule,  the  final  recommendations  were  always  present- 
ed in  the  joint  meeting,  yet  leaving  time  for  discussions 
with  the  parent  separately  if  that  seemed  desirable. 

Following  the  consultation,  the  referring  pediatrician 
and  the  consultant  met  to  further  discuss  between  them- 
selves the  findings  and  the  recommendations.  During 
this  meeting,  plans  for  followup  were  evolved;  and  in 
addition,  these  meetings  served  as  a format  for  discus- 
sion of  related  topics. 

Case  Histories 

Case  1.  An  11 -year-old  boy,  third  of  five  children 
from  a lower  middle-class  family,  came  for  consultation 
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accompanied  by  his  mother.  This  was  a second  mar- 
riage for  both  parents;  the  child  was  from  the  mother’s 
first  marriage.  Considerable  marital  discord  existed  in 
the  parents’  current  marriage  with  their  mutual  aware- 
ness that  they  had  difficulty  in  accepting  the  children 
from  each  other’s  previous  marriages.  This  boy  had  al- 
ways been  enuretic  but  had  recently  begun  to  soil.  He 
was  well-oriented  in  all  spheres,  and  his  thinking  was 
coherent.  He  had  many  guilt  feelings,  was  easily  prone 
to  cry  during  the  interview,  and  the  mother  reported 
that  he  would  frequently  throw  temper  tantrums  at 
home. 

The  consultant,  having  arrived  at  a preliminary  diag- 
nostic formulation  in  the  context  of  the  family  struc- 
ture, now  commented:  "It  seems  that  things  have  been 
rough  for  everyone  in  the  family  for  some  time.”  He  in- 
quired as  to  the  understanding  the  mother  had  of  the 
boy’s  crying  episodes  and  how  she  usually  handled 
these.  The  mother  began  somewhat  hesitantly  and  stat- 
ed that  she  usually  felt  angry  and  helpless  when  he 
cried,  and  continued:  "My  first  marriage  was  terrible. 
We  had  difficulties  in  accepting  each  other’s  children 
from  our  previous  marriages,  and  difficulties  with  the 
boy  make  it  harder.  I wanted  to  make  this  marriage 
work  better.”  Mother  continued  in  this  vein  for  some 
time,  and  having  vented  her  feelings,  described  her 
handling  of  the  boy  during  these  episodes.  This  con- 
sisted of  usually  a reprimand,  sending  him  to  his  room, 
or  threatening  withdrawal  of  privileges.  This  made 
matters  worse.  The  consultant  empathically  commented 
on  the  mother’s  fearful  feelings  about  her  marriage  and 
wondered  if  she  had  any  thoughts  as  to  what  the  child 
might  also  be  experiencing.  The  mother  seemed  some- 
what surprised  and  stated  that  she  had  not  thought  of 
it  that  way.  However,  she  continued  to  talk  about  the 
boy  missing  his  father  and  how  he  had  cried  following 
parental  divorce;  and  after  a pause,  "Do  you  think  he 
feels  responsible  for  it?”  The  mother  seemed  to  have 
become  aware  that  the  child  must  have  been  troubled 
for  quite  some  time.  A followup  visit  was  set  in  which 
the  boy’s  stepfather  also  participated.  Both  parents 
talked  about  their  own  marital  difficulties  and  feelings 
of  failure  in  their  second  marriage,  but  seemed  to  be 
determined  to  work  on  their  problems.  However,  these 
two  sessions  were  enough  for  them  to  move  to  a point 
where  they  could  accept  psychiatric  help  for  the  child. 

Case  2.  An  11-year-old  girl  was  third  of  four  chil- 
dren of  an  elderly  couple  from  a low  socio-economic 
background.  The  mother  had  initially  consulted  the 
pediatrician  because  of  her  concerns  about  the  girl’s 
"withdrawal,  daydreaming,  and  lack  of  energy.”  The 
pediatrician  was  not  overly  concerned,  but  wanted  a 
second  opinion  to  rule  out  possible  emotional  illness  in 


the  girl.  In  the  interview,  the  child  appeared  mildly  in- 
hibited, somewhat  sad,  but  alert  and  coherent.  She  was 
much  smaller  than  average  in  build,  and  had  suffered 
from  congenital  hip  dislocation  which  affected  her  gait. 
Her  only  sister  was  much  older  and  had  been  a mother 
surrogate.  She  married  two  years  ago,  and  a few 
months  before  the  consultation  the  sister  had  given 
birth  to  a girl.  The  child  was  upset  by  this  event  and 
seemed  to  experience  this  as  a loss,  as  if  the  sister  was 
lost  the  second  time  to  the  newborn.  Forthcoming  pu- 
berty caused  concerns  both  for  the  girl  and  her  elderly 
mother,  who  found  it  difficult  to  impart  the  facts  of  life 
to  her  child. 

When  the  consultant  asked  the  mother  what  made 
it  difficult  for  her  to  impart  this  information,  she  stat- 
ed: "I  thought  our  family  was  complete  before  [the 
girl]  was  born.  I think  I have  always  felt  uneasy  and 
somewhat  ashamed  for  having  [her]  after  all  the  kids 
were  grown  up.  When  I was  growing  up,  kids  just  grew 
up  and  there  was  no  sex  education.  I guess  in  a way  I 
wish  I could  be  a grandmother  rather  than  a mother 
to  [her].”  The  consultant  acknowledged  the  great  bur- 
den the  mother  felt  in  raising  the  child.  He  also  focused 
on  the  girl’s  reactions  to  the  sister’s  marriage  and  now 
the  birth  of  an  offspring.  As  the  mother  explored  her 
own  awkward  feelings  in  supporting  her  young  daugh- 
ter through  this  stressful  period,  she  began  to  think  of 
ways  of  eliciting  support  and  assistance  for  her.  She 
continued  that  her  older  daughter  was  a registered 
nurse  and  had  a close  relationship  with  the  younger 
sister.  The  consultant  continued  to  see  the  daughter 
and  the  mother  every  two  weeks  for  a six-week  period. 
At  the  same  time  the  older  daughter  began  to  enlighten 
the  young  girl.  The  consultant  focused  mainly  on  the 
interaction  between  the  daughter  and  mother,  facilitat- 
ing the  dialogue,  and  focusing  on  their  shared  anxiety 
about  the  girl’s  growing  up.  After  three  visits,  it  seemed 
that  the  child  was  sensing  a great  deal  of  support  from 
her  mother  and  her  older  sister.  In  the  six-month 
followup  through  the  pediatrician,  it  was  reported  that 
she  seemed  happier,  was  adjusting  better  to  school,  and 
had  made  a few  friends. 

Case  3.  A 10-year-old  girl  was  the  first  of  three  sib- 
lings living  with  her  father  and  stepmother.  The  father 
was  a merchant  of  middle  class  standing  and  the  moth- 
er a young  housewife  with  two  children,  age  3 and  1, 
from  her  present  marriage.  The  stepmother,  a plain- 
looking, somewhat  plump  woman,  seemed  at  times 
overwhelmed  with  guilt  feelings  mixed  with  her  anger 
toward  the  girl.  She  wanted  her  to  be  happy,  and  yet 
resented  the  attention  and  the  care  she  demanded.  In 
the  first  eight  years  of  life,  the  girl  lived  with  her  nat- 
ural mother  in  chaotic  circumstances.  A series  of  trau- 
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matic  events  occurred,  culminating  in  desertion  by  her 
natural  mother,  whereupon  the  father  received  the 
girl’s  custody.  There  were  indications  that  the  child  re- 
ceived physical  abuse  frequently  during  the  period  of 
her  stay  with  her  natural  mother.  A neurologist,  sus- 
pecting petit  mal,  placed  her  on  appropriate  medica- 
tion. However,  little  improvement  was  noted.  In  the  in- 
terview, the  girl  appeared  as  a pale  complexioned, 
clumsy  girl  with  numerous  bruises  over  her  legs.  She 
was  silly,  awkward,  incoherent,  and  concrete  with  ster- 
eotypic manners.  These  findings  suggested  presence  of 
serious  psychopathology.  The  task  for  the  consultant 
was  to  help  the  family  become  aware  of  the  girl’s  seri- 
ous problems  and  to  help  the  family  accept  recom- 
mendations for  a comprehensive  evaluation  and  treat- 
ment through  an  appropriate  agency. 

Case  4.  An  8-year-old  boy  was  the  first  of  two  sib- 
lings from  a lower  middle-class  family.  His  father  was 
a skilled  worker.  The  chief  complaint  was  stuttering 
and  poor  school  performance.  The  boy  had  been  pre- 
viously examined  for  speech  and  hearing  problems 
when  the  clinical  impression  was  that  his  difficulties 
were  primarily  due  to  the  existing  family  stress.  His 
mother  was  a perfectionistic,  but  well-meaning  person. 
His  father,  who  was  quite  set  in  his  manners,  demand- 
ed obedience  and  permitted  little  verbal  expression. 
The  boy  achieved  various  milestones  at  proper  ages, 
and  the  toilet  training  was  completed  by  the  age  of  2V2 
years  without  any  problems.  Both  parents  expected  him 
to  be  a perfect  boy,  competent,  assertive,  and  yet  obe- 
dient. They  felt  that  he  had  failed  to  live  up  to  their 
expectations,  which  engendered  feelings  of  despair  and 
anger  in  the  parents.  In  the  individual  session  with  the 
consultant,  the  boy  related  with  ease,  and  displayed  at 
least  average  intellect  with  logical  thinking.  Stuttering 
was  rarely  noted,  and  occurred  only  when  matters 
evoking  powerful  affects  were  discussed.  Assessing  pa- 
rental strengths  as  a favorable  factor,  it  was  decided  to 
render  help  via  the  parents.  During  once-a-week  meet- 
ings, the  parents  were  invited  to  bring  specific  exam- 
ples about  the  boy’s  troublesome  behavior  and  their 
ways  of  handling  it.  The  major  task  in  these  sessions 
was  to  point  out  the  parental  inconsistencies  and  their 
unrealistic  expectations.  These  comments,  however, 
were  made  empathically  and  usually  brought  forth  the 
recollections  from  their  own  past  with  one  or  the  other 
parent  exclaiming,  "I  did  that  when  I was  small.” 
Thinking  how  they  had  felt  at  that  time,  and  what  they 
wished  their  parents  had  done,  evoked  their  empathy 
for  the  child.  Concomitantly  examining  their  own  mo- 
tives and  modes  of  doing  things,  they  began  to  deal 
with  him  differently.  The  predominant  shifts  occurred 
in  their  degree  of  tolerance,  and  enhanced  consistency 


in  their  handling  of  the  boy  without  getting  bogged 
down  by  their  unrecognized  conflicts  which  resonated 
with  his. 

Case  5.  A 5-year-old  boy  was  the  second  of  three 
children  of  a skilled  worker  and  his  wife,  a beautician. 
He  was  brought  for  consultation  because  he  was  afraid 
of  strangers  and  reluctant  to  go  to  school.  The  mother 
was  psychologically  minded,  articulate,  albeit  verbose 
and  effervescent  in  her  manner.  The  history  was  sig- 
nificant in  that  the  boy  went  through  a series  of  sur- 
gical interventions  beginning  at  the  age  of  six  months 
for  orthopedic  corrections  requiring  tendon  lengthen- 
ing, casts,  and  braces.  During  these  episodes,  the 
mother  reported  that  the  child  showed  no  overt  emo- 
tion. She  herself  took  these  events  in  a matter-of- 
fact  manner,  as  did  her  husband.  In  the  consultation, 
the  boy  mumbled,  did  not  speak  with  the  examiner, 
but  would  whisper  to  his  mother.  He  would,  however, 
play  with  toys  and  scribble  on  paper.  The  impression 
based  on  his  play  was  that  he  was  an  intelligent  boy. 
Included  in  the  recommendations  was  that  the  mother 
should  clearly  convey  to  the  child  that  he  will  be  enter- 
ing school.  The  mother  should  engage  in  play  when  the 
opportunity  naturally  arose,  to  recognize  and  comment 
on  the  fear  he  had  of  both  injury  and  strangers,  and 
that  he  should  be  adequately  prepared  prior  to  further 
surgery  in  consultation  with  the  pediatrician.  In  the  fol- 
lowup visit  the  next  week,  the  mother  reported  that  she 
had  introduced  the  game  of  peek-a-boo  and  had  tried 
to  gently  convey  to  the  boy  her  recognition  of  his  fears. 
As  these  sessions  proceeded,  extremely  rich  material 
emerged  regarding  the  child-rearing  practices  in  the 
family.  In  order  to  raise  her  children  in  a modern  way 
and  "not  as  my  mother  raised  me,”  the  boy’s  mother 
wanted  to  impart  liberal  sex  education.  To  accomplish 
this,  the  children  and  the  parents  bathed  together,  and 
mother  provided  stimulation  encouraging  the  boy  to 
handle  her  breasts  as  he  pleased.  She  mentioned  exam- 
ples which  indicated  presence  of  anxiety  in  him.  She 
was,  of  course,  unaware  of  that  and  was  determined  to 
bring  up  the  boy  in  a ' modern”  fashion. 

The  consultant  consistently  pointed  out  the  element 
of  anxiety  in  the  boy,  and  later  wondered  about  possi- 
ble connections  between  his  anxiety  and  many  previous 
traumatic  events  as  well  as  current  practices  at  home. 

Much  discussion  occurred  about  the  possible  percep- 
tions of  surgical  operations  as  assault  on  him.  His  lack 
of  protest  against  these  interventions  seemed  indeed  an 
anomalous  reaction.  Equally  unassimilable  may  have 
been  the  exaggerated  emphasis  on  sexual  permissive- 
ness to  achieve  enlightenment.  The  mother,  in  the  course 
of  discussions,  realized  how  she  had  tried  to  refute  her 
puritanical  background,  and  the  child  seemed  designat- 
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ed  to  vicariously  carry  out  this  refutation.  After  some 
venting  of  anger  at  her  parents,  the  mother  could  now 
accept  the  recommendation  of  separate  bathing  and 
other  sound  child-rearing  practices.  She  found  it  easier 
to  play  with  the  boy,  and  by  the  time  the  fourth  ses- 
sion approached,  he  entered  school.  There  was  some 
reluctance  to  go  to  school,  and  the  mother  promised 
that  she  would  stay  in  the  principal’s  office  if  the  boy 
wanted  it.  This  was  enough  to  reassure  him,  so  that 
after  a very  short  time  that  day  he  permitted  the  moth- 
er to  leave  the  school. 

Meanwhile,  the  boy  continued  to  meet  with  the  con- 
sultant in  play  therapy  for  a total  of  ten  sessions.  Part 
of  the  time  was  spent  with  the  mother,  usually  in  a 
joint  session,  where  discussion  about  specific  events  of 
the  week  continued.  In  his  play  games  of  construction 
and  destruction,  smaller  animals  were  being  eaten  up 
by  bigger,  more  powerful  animals.  This  play  permitted 
enough  working-through  of  traumatic  life  experiences 
for  the  boy  to  permit  termination  of  the  program  after 
the  tenth  session. 

Case  6.  A 12-year-old  girl  was  brought  by  the  mother 
because  of  her  concern  about  the  girl’s  bitterness  and 
rebellious  attitude  toward  her.  It  became  readily  ap- 
parent that  the  mother  had  grave  concerns  regarding 
the  girl’s  recent  onset  of  puberty,  which  the  mother 
considered  somewhat  precocious  in  onset.  Mother  had 
both  covert  and  overt  concerns  that  the  girl  would 
become  sexually  active  and  disgrace  the  mother.  She 
wanted  the  girl  to  remain  "pure  for  the  man  she 
would  marry  someday.”  The  mother  was  divorced  from 
the  child’s  natural  father  when  the  girl  was  four.  The 
mother  remarried,  and  her  second  husband  died  about 
two  years  later.  She  then  lived  with  another  man  in 
common-law.  The  latter  arrangement  ended  a year 
later,  and  the  mother  continued  to  have  casual  relation- 
ships with  men.  The  girl  already  felt  "disgraced  in  front 
of  my  friends”  because  of  the  mother’s  life-style.  The 
mother  and  daughter  were  interlocked  in  similar  strug- 
gles which  produced  embarrassment,  bitterness,  and 
anger  in  both.  The  girl  seemed  to  be  paying  an  addi- 
tional toll  in  unhappiness,  mild  depression,  loss  of  peer 
relationships,  and  drop  in  her  school  performance.  In 
the  joint  session,  the  focus  was  on  mother-daughter  in- 
teraction with  their  mutual  fears  based  on  similar  rea- 
sons. The  process  seemed  to  show  some  promise  but 
aborted  after  the  second  session. 

Discussion 

A series  of  brief  case  presentations  illustrate  the  pres- 
ence of  a remarkably  broad  range  of  psychopathology 
in  children  seen  in  consultations.  The  diagnostic  cate- 
gories extended  from  mild  adjustment  reactions  to  seri- 


ous psychotic  illness.  The  intensity  and  chronicity  of 
these  disorders  was  surprisingly  similar  to  that  seen  in 
a large  psychiatric  clinic.  These  observations  verify  the 
documented  reports1  citing  the  high  prevalence  of  emo- 
tional disorders  in  children,  poor  case-finding  methods, 
and  deplorably  inadequate  mental  health  delivery  sys- 
tem. Although  this  paper  provides  no  answer  to  these 
complex  issues,  it  hopefully  adds  to  the  efforts  directed 
by  others  to  meet  these  challenges.  However,  the  con- 
sultative mode  described  in  this  paper  calls  for  some 
shift  in  orientation.  The  psychiatrist  functions  as  a med- 
ical colleague,  rendering  help  with  dispatch,  and  be- 
comes a part  of  the  team  providing  total  health  care. 
The  patient  usually  experiences  this  as  continuity  in  his 
care.  The  familiar  setting  in  which  the  consultation  oc- 
curs increases  the  patient’s  acceptance  of  psychiatric 
opinion,  and  the  usual  resistance  is  minimized.  The  ini- 
tial preparation  for  the  consultation  occurs  in  discussion 
with  the  pediatrician,  and  although  the  preparation 
may  require  varying  lengths  of  time,  the  patient  is  less 
likely  to  be  lost  in  the  shuffle.  In  some  cases,  judicious- 
ly employed  physician  authority  in  directing  the  patient 
toward  initial  consultation  is  helpful  without  the  need 
for  lengthy  analysis  of  a patient’s  resistance.  Further- 
more, in  the  setting  described,  the  pediatrician  has  the 
opportunity  to  discuss  the  problems  related  to  initial 
preparation  with  the  psychiatrist  in  their  regularly  oc- 
curring meetings.  Likewise,  the  pediatrician  becomes 
a resource  person  for  psychiatric  followup.  In  some 
cases,  the  pediatrician  may  choose  to  give  counsel  to 
the  patient  while  the  consultant  assumes  a supervisory 
role  for  the  pediatric  colleague,  at  the  same  time  re- 
maining available  for  direct  intervention  if  the  situa- 
tion so  demanded. 

In  addition  to  these  clinical  tasks,  the  two  physicians 
were  afforded  a unique  opportunity  for  mutual  educa- 
tion. This  was  both  a professionally  rewarding  and  gen- 
erally gratifying  experience.2-  3 Following  each  of  the 
consultation  periods,  the  consultant  and  the  pediatri- 
cian met  regularly  for  discussion  of  cases.  The  cases 
seen  in  consultation  that  day  provided  a starting  point 
for  the  discussions.  However,  the  discussions  were 
broadened  to  include  general  but  related  topics.  With 
the  passage  of  time,  it  became  apparent  that  the  pedia- 
trician’s acumen  of  psychiatric  understanding  had  in- 
creased to  such  a degree  that  he  could  now  employ  it 
in  a variety  of  ways  while  still  practicing  within  the 
bounds  of  his  specialty.  He  felt  increased  comfort  in 
recommending  psychiatric  consultation,  found  it  easier 
to  deal  with  patients’  initial  anxiety  about  the  consulta- 
tions, and  could  assume  at  times  direct  counselling 
himself.  He  generally  felt  at  ease  in  relating  to  young 
children  in  difficult  situations.  In  the  last  respect  one 
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pediatrician  remarked,  "I  didn’t  know  how  to  talk  to 
a kid  who  didn’t  answer.  I felt  like  saying,  why  bother 
me  if  you  don’t  want  to  talk.”  In  the  course  of  time,  the 
physician  learned  alternative  ways  to  intervene.  He 
could  make  empathic  remarks  which  frequently  yielded 
a positive  response  from  the  patient.  The  same  physi- 
cian was  to  subsequently  remark,  "I  don’t  know  how 
much  psychiatry  I have  learned,  but  I feel,  I am  a bet- 
ter pediatrician  because  of  the  experience.” 

In  terms  of  the  conduct  of  the  consultation  proper, 
certain  conceptualizations  described  by  Morrow4  were 
incorporated.  The  initial  diagnostic  formulations  were 
arrived  at  in  the  context  of  the  family  relationships  and 
its  dynamics.  The  comments  to  the  parent (s)  were  se- 
lectively directed  toward  those  areas  where  parental 
conflicts  (personal  or  interpersonal)  seemed  resonant 
with  that  of  the  child  and,  therefore,  created  difficul- 
ties. 

Parental  responses  to  these  interventions  were  vari- 
able and  included  denial,  anger,  fear,  compliant  accept- 
ance, and  the  like.  Frequently,  some  catharsis  permit- 
ted more  direct  focus  on  the  child’s  difficulties.  This 
brought  forth  parental  awareness  of  the  child’s  prob- 
lems. Every  opportunity  was  availed  to  facilitate  evoca- 
tion or  enhancement  of  parental  empathy  for  the  child. 
The  consultant  could  now  go  to  the  discussion  of  spe- 
cific examples  in  the  family  life  which  created  difficul- 
ties for  the  child.  At  times,  direct  advice  was  given,  al- 
though this  was  not  considered  to  be  a very  useful  ap- 
proach. The  reasons  for  this  were  that  what  might  be 
suggested  to  the  parents  had  either  already  been  tried 
by  them  and  discarded,  or  it  sounded  like  "Dear  Ab- 
by,”  or  made  the  parents  feel  put  down.  In  preference, 
however,  the  examination  of  specific  events  and  the 
consultant’s  confrontation  or  asking  for  clarification 
jogged  parental  latent  recognition  of  maladaptive  inter- 
actions. Not  only  the  role  of  parents,  but  also  that  of 
a child,  in  perpetuating  and  maintaining  a state  of  dis- 
equilibrium, could  be  discussed.  The  crucial  difference, 
however,  was  that  the  discussions  were  no  longer  based 
on  accusations  and  counteraccusations,  but  rather  on 


the  basis  of  mutual  involvement  and  shared  respon- 
sibility of  the  family. 

One  special  problem,  although  uncommon,  deserves 
mention.  Strong  parental  transference  (toward  the  con- 
sultant) sometimes  emerged  during  the  consultation. 
Transference  during  brief  consultation  periods  or  the 
followup  was  of  little  clinical  usefulness,  and  was  rec- 
ognized but  not  discussed.  However,  when  a persistent, 
strong  transference  could  not  be  ignored,  it  was  put  to 
work.  Often,  the  transference  seemed  to  recapitulate 
parent-child  relationships;  the  consultant  juxtaposed 
parent-consultant  transference  and  the  real  parent- 
child  relationship.  If  data  permitted,  another  parallel 
relationship,  that  of  a parent  and  his  or  her  parent 
could  be  similarly  employed.  Selective  and  proper  use 
of  this  technique  brought  a stiking  awareness  in  par- 
ents about  their  own  conflicts  as  well  as  those  of  the 
child.  As  they  viewed  their  own  relationship  to  their 
parent  (s),  evocative  empathy  for  their  own  child  re- 
sulted simultaneously.  Their  new  outlook  about  the 
child’s  difficulties  mobilized  enough  ego  strengths  to 
bring  about  their  new  ways  of  handling  the  old  prob- 
lems. The  problem  solving  (symptom  removal)  was 
considered  a worthy  goal.  The  homeostasis5  thus 
achieved,  it  was  felt,  would  permit  ascendancy  of  in- 
nate growth-promoting  forces. 

The  brief  interactions  with  the  patient  and  parents 
forestalled  development  of  excessive  dependence  on  the 
physician.  Furthermore,  it  fitted  with  what  a layman 
expects  of  visits  to  a physician;  that  is,  receiving  time- 
limited  help  to  resolve  specific  problems. 
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The  President  s Message 


Today’s  headlines: 

1.  Medicare  Is  Good  But  Leaves  Something  to  Be 
Desired. 

2.  Part  I Plight  of  the  Elderly:  Aged  Face  Grim  Out- 
look. 

3.  Louisville,  Ky. : Ford  Begs  for  Votes. 

4.  Youth:  Whose  Problems? 

5.  The  Golden  Years. 

These  are  all  headlines  in  the  mail  received  in  one 
day  at  our  home.  By  the  time  this  is  in  print  or  is  pub- 
lished, Thanksgiving  will  be  at  hand. 

Having  reached  Medicare  age,  three  of  these  headlines 
now  have  a real  meaning.  Mildred  and  I have  been 
blessed  with  four  children,  all  of  whom  have  reached 
maturity  and  in  most  instances  are  well  on  the  way  to 
a life  of  their  own.  This  is  as  it  should  be,  and  with 
three  grandchildren  we  consider  this  our  richest  bless- 
ing. 

About  25  years  ago,  after  serious  consideration  of 
what  we  wanted  most  out  of  life,  a rural  setting  was 
decided  upon.  For  the  past  24  years,  our  energies  out- 
side medicine  have  been  expended  in  buying  and  man- 
aging farms,  building  up  a large  dairy,  raising  horses, 
tending  an  orchard,  educating  our  children  and,  lastly, 
building  a new  home.  All  this  did  not  happen  by  ac- 
cident but  required  forethought,  dedication  and  motiva- 
tion, with  help  from  everyone.  This,  again,  has  been  a 
most  successful  family  affair  and  we  thank  God  for  the 
comradeship  and  togetherness  that  united  us  to  this 
common  effort. 

My  great  uncle,  at  the  age  of  98,  after  retiring  at  age 
63  from  the  hotel  business  and  at  age  65  building  up  an 
entirely  different,  new  business  which  he  managed  for 
more  than  30  years,  said  to  me:  "John,  whatever  you  do, 
never  retire.  Keep  an  interest  in  what’s  going  on  and 
never  feel  sorry  for  yourself  because  you  are  working 
too  hard.”  Uncle  Jake’s  struggle  against  the  inevitable 
onslaught  of  old  age  was  not  found  in  pills  or  in  doc- 
tors’ offices,  but  very  simply  he  never  stopped  doing  the 
work  he  loved. 

I do  not  favor  compulsory  retirement  for  myself  at 
age  65,  or  at  any  age  for  that  matter.  If  one  is  bored  or 
bewildered  by  his  work  he  should  change,  instead  of 


welcoming  retirement.  Thirty-five  years  ago,  I came  to 
Topeka  for  my  first  committee  meeting.  This  week,  I 
will  make  three  more  such  trips  to  Topeka — more  than 
1,000  miles.  Why?  Because  it  makes  me  feel  important, 
needed,  necessary  and,  lastly,  loved.  If  someone  feels 
useless,  his  health,  his  interest  in  taking  care  of  himself, 
and  his  urge  to  live  longer  will  suffer.  Decline  in  this 
area  has  nothing  to  do  with  either  chronological  age  or 
genetic  make-up.  If  anyone  wants  to  know  why  I have 
been  able  to  have  so  many  and  varied  interests  and  to 
have  worked  so  hard  at  each  one  for  so  many  years,  I 
can  only  say,  I have  enjoyed  it. 

Peace  of  mind  is  the  greatest  blessing  and  healer  of 
all  ills  of  mankind.  The  world  will  be  a better  place  to 
live  if  we  all  would  just  count  our  blessings. 


President 
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‘Editorial 

COMMENT 


Praise  the  Lord  and  Pass  the  Politician 


A few  weeks  ago,  in  their  "Scorecard”  department, 
the  editors  of  Sports  Illustrated,  noting  that  India  had 
refused  to  meet  South  Africa  in  the  Davis  Cup  finals, 
pontificated  that  "Politics  has  no  place  in  sports.”  Re- 
gardless of  the  social,  economic,  and  ethnic  factors 
which  have  produced  South  Africa’s  apartheid  policy — 
and  the  fact  that  India  gave  us  the  original  Untouchables 
and  a disparity  between  levels  of  wealth  and  poverty 
unequalled  by  any  country,  you  will  note  what  was  cited: 
politics. 

There  was  a familiar  ring  to  the  phrase  which  caught 
our  interest.  Without  doubt,  at  one  time  or  another, 
someone  has  virtuously  declared  that  politics  has  no 
place  in  (insert  name  of  favorite  enterprise) . It  is  time, 
though  (more  appropriate  in  this  political  season  per- 
haps), to  put  in  a word  for  that  much  maligned  activity. 
And  with  some  justice  in  a medical  communication, 
since  physicians  are  among  the  most  eager  to  declare 
their  favorite  pastime  as  the  one  most  worthy  to  be 
free  of  this  corrupting  influence. 

To  keep  the  record  straight — for  a few  words  at  least 
- — it  is  recognized  that  the  intent  of  the  admonition  in 
the  case  cited  is  to  indicate  that  the  purity  of  a particular 
endeavor  must  not  be  sullied  by  imposing  political  in- 
fluence and  expediency  on  its  function.  The  implication 
is  that  politics  can  have  only  a degrading  influence.  The 
word  has  become  almost  synonymous  with  malfeasance 
or,  as  in  this  case,  hypocrisy,  and  this  is  a sad  thing 
since  politics,  like  Pogo’s  "enemy,”  is  us. 

Human  endeavor  is  divided  into  a considerable  num- 
ber of  entities,  some  of  them  worthy,  most  of  them 
maintained  by  high  intrinsic  principles,  all  contributing 
to  the  collective  social  state.  But  it  should  be  recognized 
that  politics  is  the  matrix  which  holds  them  together, 
legitimizes  their  contributions,  and  correlates  them  in 
their  social  purpose.  Without  a political  structure  to 
support  them,  these  separate  endeavors  would  exist  in, 
at  best,  a tangential  relationship  without  effective  inter- 
communication. Their  principles  would  be  intact  and 
their  chastity  unthreatened  but  they  would  be  sterile  in 
effect.  In  short,  politics  does  pervade  every  endeavor  and 


to  say  it  has  no  place  there  is  to  endow  it  with  an  un- 
justified illegitimacy.  This,  in  turn,  results  in  a mis- 
understanding of  political  principles,  which  has  con- 
tributed to  its  unhappy  stereotype. 

It  always  helps  to  have  some  embodiment  of  an  ab- 
stract concept  so  the  agents  of  political  activity,  the 
politicians,  are  blamed  for  anything  one  dislikes  on  the 
social  scene  and,  from  one  angle  or  another,  that’s  about 
everything.  Politicians  come  in  all  sizes  and  shapes,  even 
as  physicians  do.  If  bad  ones  do  considerable  harm,  the 
good  ones  do  considerable  good — even  as  physicians  do. 
Physicians  enjoy  calling  attention  to  their  high  ratings 
on  the  admiration  polls  and  the  eagerness  of  the  young 
to  join  the  club.  It  seems  a little  puzzling,  then,  that 
while  politicians  are  well  down  the  list,  there  seems  no 
dearth  of  recruits  to  their  ranks.  At  any  rate,  physicians 
do  not  tolerate  criticism  well  and  perhaps  this  is  why 
most  of  them  shun  politics.  (Now  lawyers,  on  the  other 
hand,  do  well  in  the  political  arena,  a fact  which 
strengthens  the  average  physician’s  conviction  of  their 
ulterior  nature.  As  a matter  of  fact,  it’s  mainly  because 
they  love  to  talk.) 

It  might  help  if,  instead  of  reflexively  castigating 
politics  and  denying  its  warp-and-woof  relationship  to 
our  lives,  we  recognize  it  as  an  essential  social  ingredient 
with  a continuing  influence  on  the  conduct  of  every  phase 
of  our  lives.  When,  on  occasion,  it  serves  us  some 
worthy  purpose,  we  are  pleased  to  note  the  soundness 
of  the  system  and  the  wisdom  and  integrity  of  its 
agents.  When  it  goes  against  our  interests,  the  body 
politic  suddenly  becomes  corporate  evil  and  the  poli- 
ticians Mephistophelian  scoundrels.  We  forget  that 
social  accomplishment  is  the  net  gain  of  the  political 
ebb  and  flow.  We  overlook  the  fact  that  if  politics 
functions  in  an  undesirable  manner,  it  is  because  we 
as  individuals  have  functioned  in  an  undesirable  man- 
ner or  failed  to  function  when  we  should.  It  is  pleasanter 
to  attribute  our  successes  to  a wise  and  high-minded 
electorate  and  put  our  failures  on  the  conniving  poli- 
ticians and  the  corrupt  political  system. 

We  suspect  that  the  politician  himself  contributes  to 
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this  unhappy  image.  Does  he,  when  confronted  with  the 
dotted  line  calling  for  business  or  profession,  write  in 
with  pride,  "Politician”?  We  doubt  it.  He  may  note  the 
elective  office  he  has  achieved  or  some  non-committal 
designation,  but  to  boldly  identify  himself  as  a poli- 
tician would  be  equivalent  to  proclaiming  out-of-wed- 
lock origin.  He  is  certainly  a victim  of  terminology. 
In  every  season,  some  orator  announces  that  these  are 
times  that  call  for  "statesmen.”  Of  course,  a statesman 
is  really  a politician  who  does  what  you  want  him  to  do. 
The  walls  of  halls  and  homes  are  graced  by  the  sternly 
noble  visages  of  presidents,  governors,  legislators — 
statesmen,  if  you  will — who  got  that  way  by  being  poli- 
ticians— but  successful  politicians.  Political  respectability 
means  taking  off  your  work  clothes  and  putting  on  the 
blue  serge  suit  of  success.  This  must  be  the  hope  and 
promise  that  keeps  the  young  moving  into  the  ranks  of 
politics — this  plus  the  inborn  conviction  of  the  young 
that  they  are  dedicated  to  higher  principles  than  their 
predecessors. 

We  like  to  think  that  if  the  athletes — or  physicians— 
or  businessmen — or  bottle-w'ashers  of  the  world  could 
get  together,  all  would  mingle  in  gladsome  communi- 
cation. The  next  step  is  to  say  that  if  only  these  great 
people  of  this  great  nation  could  get  together  with 
the  great  people  of  that  great  nation,  brotherhood  (and 
sisterhood  presumably)  would  abound.  Only  the  nasty 
politicians  spoil  the  show.  It  is  a little  puzzling  just 
why  these  parochial  groups  should  be  presumed  to  have 
the  answer  when  they  generally  can’t  manage  their  own 
internal  affairs  without  generating  a fair  amount  of 
political  heat.  Rubbing  elbows  always  produces  a certain 
amount  of  friction  which  is  then  blamed  on  the  poli- 
ticians. 

Well,  society  has  made  some  progress  over  the  years 
and  we  would  do  well  to  remember  that  political  effort 
has  made  it  possible.  If  politics  has  been  able  to  ac- 
complish something  in  spite  of  its  low  esteem,  think 
what  it  might  have  done  if  we  accorded  it  a little 
honor  and  respectability — at  least,  recognition  of  its 
positive  purpose.  So  let’s  hear  it  for  the  politicians. 
After  all,  these  are  extraordinary  times  which  call  for 
all  the  honesty,  integrity,  and  dedication  we  can  muster 
from  every  quarter.  One  might  even  say  these  are  times 
that  call  for  statesmen. — D.E.G. 


ACCP  ESSAY  CONTEST 

Undergraduate  medical  students  with  a special  interest 
in  cardiovascular  and  pulmonary  diseases  are  invited  to 
enter  the  1975  Alfred  A.  Richman  Essay  Contest  spon- 
sored by  the  American  College  of  Chest  Physicians.  The 
annual  contest  was  created  to  encourage  undergraduate 
medical  students  to  explore  and  investigate  problems 
relating  to  the  disciplines  of  the  chest. 

Three  cash  awards  will  be  presented:  first  prize, 
$1,000;  second  prize,  $500;  third  prize,  $250.  Each 
winner  will  also  receive  a certificate  of  merit.  The 
medical  school  attended  by  the  first  prize  winner  will 
be  awarded  a trophy  inscribed  with  the  winning  student’s 
name  and  the  university  to  cite  their  accomplishment. 
The  wanning  essay  will  be  published  in  the  College 
Bulletin. 

All  essays  are  coded  and  then  judged  by  four  phy- 
sicians specializing  in  cardiovascular  and  pulmonary 
diseases.  The  judges  will  evaluate  the  essays  on  merit 
alone,  with  no  knowledge  of  author  or  school. 

Announcements  of  the  winners  wall  be  made  follow- 
ing the  decision  of  the  judges  in  May,  and  subsequently, 
awards  will  be  presented  at  the  Annual  Meeting  of  the 
College  to  be  held  in  Anaheim,  California,  October  26- 

30,  1975. 

Suggested  length  of  the  essay  is  2,000-2,500  words, 
and  the  deadline  for  submitting  manuscripts  is  March 

31,  1975.  Application  forms,  including  contest  rules 
and  regulations  are  now  available  from:  Committee  on 
College  Essay,  American  College  of  Chest  Physicians, 
911  Busse  Highway,  Park  Ridge,  Illionis  60068. 


Letters  to  VOX  DOX  should  be 
addressed  to  the  Vox  Dox  Editor, 
Journal  of  the  Kansas  Medical 
Society,  1300  Topeka  Avenue, 
Topeka,  Kansas  66612. 


MOVING? 

When  you  change  your  address,  be  sure  to  notify  the  Journal,  preferably  one  month 
in  advance.  In  that  way,  you’ll  get  every  issue  on  time.  Simply  print  your  name,  old 
address,  and  new  address,  on  a postal  card  and  send  to:  The  Journal  of  the  Kansas 
Medical  Society,  1300  Topeka  Avenue,  Topeka,  Kansas  66612. 


Open  Letter  to  the  Doctors  of  Kansas 
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Dear  Doctor : 

Mrs.  Emerson  Yoder  and  I have  just  returned  from 
the  State  Leadership  Seminar  presented  by  the  Woman’s 
Auxiliary  to  the  AMA,  conducted  in  Chicago  for  state 
Auxiliary  presidents  and  presidents-elect.  We  found 
several  new  concepts  and  approaches  to  pass  on  to  our 
members  for  their  examination  and  comment. 

One  of  the  concepts  was  an  input  of  information  or 
communication  from  local  to  state  to  national  Auxiliary 
of  innovative  ideas,  different  activities,  and  new  sug- 
gestions of  needs.  It  would  include  information  on 
projects  that  have  worked  locally  and  could  be  helpful 
to  other  auxiliaries  in  adapting  to  their  own  areas  or  in 
selecting  a project  to  fill  one  of  their  needs.  This  request 
of  county  auxiliaries  points  up  the  fact  that  the  upper 
level  organization  of  the  Auxiliary  recognizes  that  its 
county  membership  is  most  important.  The  county  group 
must  communicate  with  the  rest  of  the  organization. 

Brainstorm  sessions  and  periodic  assessments  were 
explored  and  reassessed  during  the  seminar.  Rather  than 
reacting  to  problems,  why  couldn’t  there  be  more  plan- 
ning toward  potential  goals  after  establishing  needs?  To 
do  this,  free  discussion  must  be  allowed  and  elimination 
of  pre-judgments  will  be  necessary.  Next  we  will  review 
and  select  realistic  but  progressive  goals  for  implemen- 
tation. I would  urge  the  ladies  in  the  county  auxiliaries 
to  try  the  brainstorming  technique  in  establishing  pro- 
gram and  projects  for  themselves. 

During  the  conference,  we  heard  presentations  by 
Dr.  Sammons,  AMA  Executive  Director,  and  nine 
AMA  department  leaders.  They  described  to  us  the 
scope  and  variety  of  AMA  activities  and  organization. 
Dr.  John  Zapp,  one  of  the  lobbyists  in  the  AMA 
Washington  office,  described  lobby  methods  and  tech- 
niques. He  also  spoke  about  legislative  activities  of  that 
office.  There  are  33  people  employed  in  the  Washington 
office;  4 lobbyists  and  3 secretaries  make  up  the  lobby- 
ing staff  of  AMA  in  the  D.  C.  area.  Labor  maintains  at 
least  72  lobbyists  there. 

In  a luncheon  speech.  Dr.  Malcolm  Todd,  AMA 
President,  spoke  concerning  medical  education  and  medi- 


cal costs.  He  challenged  each  doctor’s  wife  to  answer 
the  following  questions: 

1.  Does  a patient  in  my  husband’s  office  feel  that  the 
people  there  care  about  him  as  an  individual?  Is  the 
staff  compassionate,  friendly,  concerned,  helpful,  and 
kind  ? 

2.  Is  my  husband  able  to  spend  enough  time  with 
each  patient  to  justify  his  fee? 

3.  Am  I doing  a meaningful  job  for  our  medical 
partnership  in  our  community  via  volunteer  agencies, 
especially  in  areas  affecting  the  community’s  "quality  of 
life"? 

Dr.  Todd  urged  us  to  set  the  example  of  championing 
the  individual’s  right  to  privacy  by  "keeping  a tight 
lip’’  and  NOT  discussing  our  husband’s  patients  or 
their  conditions.  He  cited  Mrs.  Betty  Ford  as  the  most 
recent  example  of  this  invasion  of  a patient’s  right  to 
privacy.  His  questions  and  observations  point  up  the 
public’s  current  criticisms  of  medicine.  I hope  this  will 
make  you  take  this  home  and  say,  "Here,  Dear,  read 
this!  It’s  for  you.”  I hope  you  do  share  the  Kansas 
Journal  with  your  wife,  so  that  she  can  stay  informed 
on  issues  that  necessarily  affect  you  both.  I would  also 
urge  that  you  share  Dr.  Todd’s  questions  with  your  office 
staff  for  their  information  and  consideration. 

It  was  a real  privilege  for  Anita  and  me  to  repre- 
sent, reflect,  and  share  the  viewpoints  and  concerns  of 
Kansas  physicians’  wives  with  the  leadership  of  the 
National  Auxiliary  and  that  of  other  state  auxiliaries. 
Now,  how  can  we  share  and  implement  what  we  saw, 
heard,  and  learned?  We  hope  to  use  it  at  our  state 
conference  and  in  state  workshops  to  be  held  early  in 
November.  With  your  help,  Doctor,  we  can  gain  your 
wife  as  an  Auxiliary  member  and  can  share  with  her 
in  the  future.  New  members  will  increase  needed  input 
from  the  county  level.  We  want  a good  sampling  of 
ideas,  opinions,  concerns,  and  solutions.  We  WILL 
listen.  Suggest  that  if  she  hasn’t  already  joined  that  she 
do  so  and  that  you’ll  pay  her  dues  ($8.00  state  and 
national;  county  dues  vary).  We  can  do  more  for 
you  and  have  more  fun  Together. 

Sincerely, 

Dot  Meyer 

President, 

Woman's  Auxiliary  to  the 
Kansas  Medical  Society 
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CYRIL  C.  BROWN,  M.D. 

Dr.  Cyril  C.  Brown,  76,  of  Wichita,  died  July  22,  1974.  He  was  born  September  1, 
1897,  in  Lenox,  Iowa. 

Dr.  Brown  was  graduated  from  the  University  of  Nebraska  School  of  Medicine  in 
1926.  An  employee  of  the  Sedgwick  County  Hospital,  Dr.  Brown  retired  from  active 
practice  in  1962. 

Survivors  include  his  wife  and  two  daughters.  A memorial  fund  was  established  with 
the  MSSC  Medical  Careers  Loan  Fund. 


MILLARD  W.  HALL,  M.D. 

Dr.  Millard  W.  Hall,  of  Wichita,  died  October  3,  1974,  at  the  age  of  84.  He  was 
born  June  25,  1890,  in  Iowa. 

Dr.  Hall  was  graduated  from  the  Hahnemann  Medical  College,  Chicago,  in  1915.  He 
was  associated  with  the  Booth  Memorial  Hospital  for  about  40  years. 

Surviving  Dr.  Hall  are  his  wife  and  a son. 


RICHARD  L.  MERKEL,  M.D. 

Dr.  Richard  L.  Merkel,  60,  of  Topeka,  died  August  15,  1974.  He  was  born  April  5, 
1914,  in  Freeport,  Illinois. 

Dr.  Merkel  was  graduated  from  the  Loyola  University  School  of  Medicine,  Chicago,  in 
1941.  He  was  also  graduated  from  the  University  of  Cincinnati  College  of  Pharmacy. 
Dr.  Merkel  has  served  as  the  personal  physician  to  Governor  Robert  Docking. 

Survivors  include  a daughter  and  two  sons. 


TOM  W.  STIVERS,  M.D. 

Dr.  Tom  W.  Stivers,  of  Hutchinson,  died  August  9,  1974,  at  the  age  of  48.  He  was 
born  August  11,  1926,  in  Cedar  Rapids,  Iowa. 

Dr.  Stivers  was  graduated  from  the  University  of  Illinois  School  of  Medicine  in  1951. 


HARRY  J.  VEATCH,  M.D. 

Dr.  Harry  J.  Veatch,  77,  of  Pittsburg,  died  September  9,  1974.  He  was  born  July  18, 
1897,  in  Weir  City. 

Dr.  Veatch  was  graduated  from  the  Rush  Medical  College,  Chicago,  in  1920.  He  prac- 
ticed medicine  in  Pittsburg  for  over  45  years. 

Surviving  Dr.  Veatch  are  his  wife  and  two  daughters. 
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Welcome  to 
Portland,  Oregon 
for  the  28th 
Clinical  Convention 


November  30-December  4, 1974 


“In  this  age  of  specialization,  there’s 
a vital  need  for  discussion  of  the 
broader  implications  of  new-found 
knowledge.  The  28th  AMA  Clinical  is 
designed  for  that  purpose. . .to  bring 
together  physicians  of  the  various 
specialties  to  study  and  discuss  the 
broader  aspects  of  medicine  as  they 
apply  to  their  practices.” 

Huldrick  Kammer,  M.D.,  Chairman 
Council  on  Scientific  Assembly 


For  further  details,  write: 
Circulation  & Records  Dept. 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


I 

When  diarrhea 
wrings  the 
wedding  belle.. 

It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies1  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere.  L : Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  Gastroent. 

Belg  21:674-680  (Sept -Oct.)  1958 


Lomotil8 

TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  . . 2.5  mg. 

(Warning:  May  be  habit-forming) 
atropine  sulfate 0.025  mg. 

Saves  the  Day 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur ; treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  PEACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 


HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 


ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


ecARi  p | Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 
G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 
Chicago.  Illinois  60680 
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Sign  of  a cold  sufferer 
Time  for  Ornade 


Each  Spansule®  capsule  contains  8 mg.  Teldrin® 
(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride; 

2.5  mg.  isopropamide,  as  the  iodide. 


* 


Fast  relief  of  upper  respiratory  congestion 

and  hypersecretion* 

with  convenient  b.i.d.  dosage. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or 
PDR.  The  following  is  a brief  summary. 


Contraindications:  Hypersensitivity  to  any  component;  concurrent  MAO  inhibitor 
therapy;  severe  hypertension;  bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children  under  6 
Warnings:  Caution  patients  about  activities  requiring  alertness  (e  g,,  operating 
vehicles  or  machinery).  Warn  patients  of  possible  additive  effects  with  alcohol  and 
other  CNS  depressants. 

Usage  in  Pregnancy  in  pregnancy,  nursing  mothers  and  women  who  might  bear 
children,  weigh  potential  benefits  against  hazards.  Inhibition  of  lactation  may  occur. 
Effect  on  PBI  Determination  and  l,3‘  Uptake:  Isopropamide  iodide  may  alter  PB1 
test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests  unaffected  by 
exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease,  glaucoma, 
prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth: 
nervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric  distress,  diarrhea,  rash, 
dizziness,  weakness,  chest  tightness,  angina  pain,  abdominal  pain,  irritability, 
palpitation,  headache,  incoordination,  tremor,  dysuria,  difficulty  in  urination, 
thrombocytopenia,  leukopenia,  convulsions,  hypertension,  hypotension,  anorexia, 
constipation,  visual  disturbances,  iodine  toxicity  (acne,  parotitis) 

Supplied:  Bottles  of  50  capsules;  in  Single  Unit  Packages  of  100  (intended  for 
institutional  use  only) . 


Smith  Kline  & French  Laboratories 

Division  of  SmithKhne  Corporation, 

Philadelphia,  Pa.  19101 


Indications 

Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences  — National 
Research  Council  and/or  other  information,  FDA  has  classified  the  indications 
as  follows: 

Possibly  effective:  For  relief  of  upper  respiratory  tract  congestion  and  hyper 
secretion  associated  with  vasomotor  rhinitis  and  allergic  rhinitis,  and  for 
prolonged  relief. 

Lacking  in  substantial  evidence  of  effectiveness  For  relief  of  nasal  congestion 
and  hypersecretion  associated  with  the  common  cold  and  sinusitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 
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prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  contains  three  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of’nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

Taa  / Research  Triangle  Park 
Wellcome/  North  Carolina  27709 
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Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects* 2'3 4 5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 

eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  ail  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
( e.g operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 

REFERENCES:  1 . Kales  A,  et  al.  Arch  Gen  Psychiatry  23: 226-232,  Sep  1970 

2.  Karacan  I,  Williams  RL.  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file,  Medical  Department,  Hotfmann-La  Roche  Inc.  Nutley  NJ 

4.  Vogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc.  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 
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The  Role 
of  the 

Detail  Man 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 


Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


‘‘In  the  total  picture  of  dealing 
with  health  problems  in  this  country 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


Dialogue 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihoc 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person-  ; 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


> He  a Source  of  Information? 

Yes,  with  certain  reservations, 
he  average  sales  representative 
as  a great  fund  of  information 
bout  the  drug  products  he  is  re- 
ponsible  for.  He  is  usually  able  to 
nswer  most  questions  fully  and 
ntel I igently.  He  can  also  supply 
|eprints  of  articles  that  contain  a 
;reatdeal  of  information.  Here, 
oo,  I exercise  some  caution.  I usu- 
illy  accept  most  of  the  statements 
:nd  opinions  that  I find  in  the 
>apers  and  studies  which  come 
rom  the  largerteachingfacilities. 

It  goes  without  saying  that  a physi- 
:ian  should  also  rely  on  other 
.ources  for  his  information  on 
)harmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
)f  a pharmaceutical  company 
should  be  a graduate  pharmacist 
/vho  hasa  questioning  mind.  I don’t 
:hink  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
jthey  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
i undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  orderto  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testingcan  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  thatthe 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


POST-MORTEM,  by  David  M.  Spain,  M.D.  Double- 
day tk  Co.,  Inc.,  New  York.  1974.  296  pages.  $7.95. 

This  286-page  ’'Postmortem”  is  interesting  and 
thought-provoking  reading  for  a doctor  and  his  entire 
family.  It  is  written  in  nontechnical  language,  describ- 
ing Dr.  Spain’s  experience  in  forensic  pathology  over 
a 30-year  period,  while  being  based  as  a medical  ex- 
aminer for  Westchester  County,  New  York.  He  de- 
scribes his  increasing  depth  of  involvement  through 
forensic  pathology  in  the  area  of  civil  rights,  including 
the  murders  of  the  civil  rights  workers  in  Mississippi, 
the  Fred  Hampton  shoot-out,  the  Alice  Crimmins  trial, 
the  New  Haven  Panthers,  and  many  other  investiga- 
tions in  which  his  testimony,  based  on  modern  technol- 
ogy of  refined  ballistics,  x-rays,  dental  identification, 
and  microscopic  study  exposed  the  truth.  He  also  de- 
scribes his  extreme  frustration  with  man’s  inhumanity 
to  man,  and  with  the  American  system  of  justice, 
where  the  culprits  are  not  only  the  elected  officials  at 
times,  but  are  influenced  by  large  vested  interests. 

The  Moore  case  points  out  that  even  at  its  highly  de- 
veloped state,  forensic  pathology  is  not  perfect,  as  re- 
corded in  differing  opinions  between  the  author  and 
Dr.  Milton  Helpern  in  more  than  one  instance. 

In  the  closing  pages  of  this  most  interesting  book, 
Dr.  Spain  reflects  on  the  great  waste  of  our  lives,  start- 
ing with  our  disposable  (expendable)  needles,  syringes, 
trays,  cups,  knives,  forks  to  the  extremes  of  disposable 
humans,  as  exemplified  in  the  Attica  prison  affair,  yet 
he  surprisingly  supports  abortion  even  though  it  means 
destruction  of  normal  human  tissue. 

The  main  message  to  the  family  physician  is  to  take 
time  to  fully  reflect  on  the  cause  of  his  patient’s  death, 
and  not  to  hesitate  to  declare  it  a coroner's  case,  if  that 
exists  to  even  a slight  degree. — E.M.M. 

NEONATOLOGY:  DISEASES  OF  THE  FETUS 
AND  INFANT,  by  Richard  E.  Behrman,  M.D.  The 
C.  V.  Mosby  Co.,  St.  Louis.  1973.  698  pages,  215 
illustrations.  $39.50. 

The  book  is  a broad  survey  of  the  evaluation,  detec- 
tion, and  treatment  of  most  of  the  problems  confronting 
the  physician  responsible  for  the  newborn.  The  material 
is  well  organized  and  written  for  the  pediatric  generalist. 


Early  chapters  include  those  dealing  with  evaluation  of 
the  high-risk  infant,  and  an  extremely  helpful  chapter 
by  Dr.  Stanley  James  on  emergencies  in  the  delivery 
room.  Routine  care  and  fluid  therapy  are  well  covered, 
including  an  important  chapter  by  Drs.  Klaus  and 
Kennell,  describing  their  work  studying  mother-infant 
relationships. 

Subsequent  chapters  are  specifically  oriented  to  dis- 
eases and  organ  systems  in  the  familiar  medical  text 
style.  These  are  broad  and  complete.  If  any  criticism 
could  be  rendered,  it  might  be  the  emphasis  in  detail  and 
space  devoted  to  some  chapters,  such  as  diseases  of  the 
cardiovascular  system.  Such  material  is  beyond  the  needs 
of  the  general  pediatrician,  who  would  seek  the  help 
of  the  cardiologist  long  before  reaching  such  depths  of 
diagnosis  and  treatment. 

A table  of  normal  values  and  drug  doses  for  newborns 
in  the  appendix  is  a welcome  addition.  The  book  is  well 
organized  and  each  chapter  has  a good  bibliography. 
This  type  of  reference  should  be  readily  available,  par- 
ticularly to  the  generalist  caring  for  newborns  in  a 
community  hospital. — A.C.C. 

THE  MALNOURISHED  MIND,  by  Elie  Shneour. 
Doubleday  & Co.,  Inc.,  New  York.  1974.  216  pages. 
$6.95. 

This  book  deals  with  diet  and  its  impact  on  brain 
development  and  intelligence.  The  first  part  of  the  book 
deals  with  experiments  showing  how  a low  protein  diet 
given  to  pregnant  rats  can  impair  the  ability  of  the  off- 
spring to  run  the  complicated  mazes.  The  book  discusses 
the  relationship  of  low  protein  diet  in  the  human  fetus 
and  babyhood  and  the  low  IQ  of  the  child. 

The  book  then  deals  with  hunger  and  its  side  effect 
on  the  human  intellectual,  social,  and  political  life  fol- 
lowed by  a general  discussion  of  the  IQ  test,  and  makes 
the  point:  "Some  elements  of  what  we  call  intelligence 
is  assessed  in  the  IQ  test.” 

In  the  chapter,  "From  Breast  to  Gruel,”  the  author 
states,  "This  control  requirement  poses  a particularly 
difficult,  if  not  presently  insolvable,  problem  in  relating 
malnutrition  to  brain  development  and  subsequent 
mental  performance.” 

(Continued  on  page  14) 
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ADVERTISEMENTS 


KaMPAC 


KANSAS  MEDICAL  POLITICAL  ACTION  COMMITTEE 
1300  TOPEKA  AYE.,  TOPEKA,  KANSAS  66612 


We  urge  you  to  join  KaMPAC  by  December  15, 
at  which  time  our  final  membership  total  will  be 
sent  to  AMP  AC.  However,  if  you  do  not  feel  so 
inclined  by  December  15,  try  the  16th,  which 
includes  you  for  next  year ! 

VALE  PAGE,  M.D. 

Chairman , KaMPAC 


MEMBERSHIP  OPTIONS  AND  DUES 

I.  Unincorporated  Doctors 

Doctors $20.00 — Regular  membership  + $80.00  for  sustaining  membership 

Doctors’  Spouses  $20.00 — Regular  membership  + $80.00  for  sustaining  membership 
Dentists,  Vets  . $20.00 — Regular  membership  + $80.00  for  sustaining  membership 

II.  Incorporated  Doctors 

The  same  except  that  corporate  money  cannot  be  used  for  candidate  support. 
Therefore,  we  urge  you  to  send  personal  checks.  Corporate  money  can  only  be  used 
for  educational  purpose.  If  you  feel  you  want  to  give  only  corporate  money,  don’t 
hesitate!  It  will  go  into  the  funds  for  education  and  not  to  candidates. 

A copy  of  our  report  filed  with  the  appropriate  supervisory  officer  is  (or  will  be)  available  for  purchase  from 
the  Superintendent  of  Documents,  United  States  Government  Printing  Office,  Washington,  D.C.  20402. 


The  more  physicians 
consider  the  hemodynamics  of 
lowering  blood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


the  more  physicians  rely 
on  this  unique 
antihypertensive 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu- 
ally  maintained  with  nocardiac 
acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo- 
merular filtration  rate,  or  fil- 
tration fraction.  And  ALDOMET 
usually  does  not  cause  sympto- 
matic postural  or  exercise 
hypotension. 


Contraindications  include  active 
hepatic  disease  and  known  sen- 
sitivity to  the  drug.  Use  with 
caution  in  patients  with  a history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a positive  Coombs  test,  hemo- 
lytic anemia,  and  liver  disorders 
may  occur  with  methyldopa  ther- 
apy. The  rare  occurrences  of  he- 
molytic anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum- 
mary of  prescribing  information. 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHYLDOPA ! MSD) 

smoothly  lowers  blood  pressure 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re- 
ported. These  hepatic  changes  may  represent  hy- 
persensitivity reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur- 
ing the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyl- 
dopa should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  /l^e-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
“black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co..  INC., 
West  Point,  Pa.  19486 


“Required 

Reading’’ 

For Your 

Hypertensive 

Patients 


Because  of  the  importance  of 
patient  motivation,  Merck 
Sharp  & Dohme  offers  “High 
Blood  Pressure,”  a concise, 
pocket-sized  booklet  that 
defines  the  patient's  own  role 
in  the  management  of  hyper- 
tension. This  booklet  is  avail- 
able for  you  to  give  to  your 
patients.  It  is  designed  to 
reinforce  your  explanation  of 
hypertension  and  it  emphasizes 
the  importance  of  patient 
understanding  in  adhering  to 
the  regimen  you  prescribe. 

Please  ask  your  Merck  Sharp  & 
Dohme  Professional  Represen- 
tative or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a supply 
of  this  booklet. 
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Information  for  Authors 

Manuscript  Preparation 

Manuscripts  must  be  typewritten,  double  spaced,  leaving 
wide  margins.  Submit  the  original,  plus  one  copy  if  possible. 

Titles  should  be  short,  specific,  and  amenable  to  indexing. 

A subtitle  is  frequently  used  to  keep  the  main  title  short. 

Summary:  All  manuscripts  should  include  a short  abstract 
which  is  a factual  (not  descriptive)  summary  of  the  work. 

Author  Responsibility:  The  author  is  responsible  for  all 
statements  made  in  his  work,  including  changes  made  by  the 
copy  editor.  Manuscripts  are  received  with  the  explicit  under- 
standing that  they  are  not  simultaneously  under  consideration 
by  any  other  publication.  Publication  elsewhere  will  be  sub- 
sequently authorized  at  the  discretion  of  the  Editor. 

Galley  Proof:  To  make  extensive  changes  in  the  article  after 
the  text  has  been  set  in  type  may  require  an  additional  cost 
which  exceeds  the  original.  The  galley  proof  is  for  correction 
of  ERRORS,  and  a rewriting  of  the  article  should  be  done 
on  the  original  copy  BEFORE  it  is  submitted  for  publication. 

Drugs  should  be  called  by  their  generic  names;  the  trade 
names  can  be  added  in  parentheses  if  they  are  considered  im- 
portant. All  units  of  measure  must  be  given  in  the  metric 
system. 

References 

Bibliographic  references  should  not  exceed  20  in  number, 
documenting  key  publications.  Personal  communications  and 
unpublished  data  should  not  be  included.  References  should 
be  arranged  according  to  the  order  of  citation,  and  not  al- 
phabetically. All  references  must  be  numbered  consecutively 
and  all  must  be  cited  in  the  text.  Use  the  style  of  the  AMA 
publications,  giving;  name  of  author,  title  of  article,  name  of 
periodical,  volume,  pages,  year. 

Illustrations 

All  material  which  cannot  be  set  in  type,  such  as  photo- 
graphs, line  drawings,  graphs,  charts,  tracings  (for  prepara- 
tion of  tables,  see  below)  must  be  mounted  on  white  cardboard. 
All  must  be  identified  on  the  back  as  to  figure  number,  author’s 
name,  and  an  arrow  indicating  top.  Legends  should  be  typed 
double  spaced  on  a separate  sheet  of  paper,  limited  to  a maxi- 
mum of  30  words. 

Drawings  and  graphs  should  be  done  professionally  in  India 
ink  on  illustration  board  or  high  grade  white  drawing  paper. 

Photographic  material  should  be  submitted  in  duplicate  as 
high-contrast,  glossy  prints.  Color  illustrations  will  be  accepted 
for  publication  only  if  the  author  assumes  the  cost. 

The  Journal  will  assume  the  cost  of  B/W  engravings  and 
cuts  up  to  $35  (or  5 cuts).  Engraving  cost  for  illustrations 
in  excess  of  $35  will  be  billed  to  the  author. 

Tables 

Because  tables  are  set  by  hand,  their  cost  is  comparable  to 
illustrations.  A reasonable  number  of  tables  are  allowed  with- 
out cost  to  the  author. 

Tables  should  be  self-explanatory  and  should  supplement, 
not  duplicate,  the  text.  Since  the  purpose  of  a table  is  to 
compare  or  classify  related  items,  the  data  must  be  logically 
and  clearly  organized.  The  relationship  and  comparison  are 
established  by  the  correct  choice  of  column  heads  (captions  of 
vertical  columns  )and  stubs  (left  entries  in  horizontal  listings). 

Each  table  should  be  typed  double  spaced,  including  all 
headings,  on  separate  sheets  of  lettersize  paper.  Oversize  paper 
should  not  be  used.  Instead,  repeat  heads  and  stubs  on  a second 
sheet  for  tables  requiring  extra  width.  Number  tables  con- 
secutively. Each  table  must  have  a title. 

Reprints 

A reprint  order  form  with  a table  covering  cost  will  be 
sent  with  the  galley  proof  to  each  contributor.  Since  the 
Journal  has  no  way  to  provide  for  reprints,  they  must  be 
ordered  by  the  author  and  purchased  directly  from  the  printer. 


PHYSICIAN,  CHIEF  OF  MATER- 
NAL AND  CHILD  HEALTH  SER- 
VICES: To  assume  responsibility  for 
the  maintenance  and  supervision 
of  the  Maternal  and  Child  Health 
Program  for  a city-county  hea  Ith 
department  now  serving  a popula- 
tion of  approximately  400,000. 
Physician,  licensed  or  eligible  to 
practice  medicine  in  Nebraska, 
Master  of  Public  Health,  or  Board 
eligible  in  areas  of  Preventive 
Medicine  or  Pediatrics  or  equiva- 
lent graduate  or  resident  training. 
Salary  range  $29,100  to  $37,090, 
plus  retirement  and  other  fringe 
benefits.  Contact 
Health  Director 

City-County  Health  Department 
3939  Leavenworth 
Omaha,  Nebraska  68 1 05 
Telephone  402-444-7471. 

CLINIC  PHYSICIAN:  With  spe- 
cial interest  in  the  area  of  Maternal 
and  Child  Health  for  a city-county 
health  department  now  serving  a 
population  of  approximately  400,- 
000.  Physician  licensed  or  eligible 
to  practice  medicine  in  Nebraska. 
Contact 
Health  Director 

City-County  Health  Department 
3939  Leavenworth 
Omaha,  Nebraska  68  1 05 
Telephone  402-444-747 1 


14 


THE  JOURNAL  OF  THE  KANSAS  MEDICAL  SOCIETY 


Book  Reviews 

( Continued  f rom  page  8 ) 

The  author’s  attempts  at  assessments  of  the  evidence 
that  bears  on  early  life  malnutrition  of  the  human  has 
something  to  offer  to  the  psychologist,  social  scientist, 
and  political  scientist;  for  the  physician,  it  is  an  easy 
review  of  the  general  subject  of  malnutrition  and  society, 
as  well  as  how  it  affects  the  human  mind. — D.E.E. 

THE  UNCERTAIN  MIRACLE:  HYPERBARIC 
OXYGENATION,  by  Vance  H.  Trimble.  Doubleday 
& Co.,  Inc.,  New  York.  1974.  236  pages  illustrated. 
$6.95. 

"The  Uncertain  Miracle"  is  a very  interesting  and 
readable  book.  It  is  surprising,  however,  to  learn  that 
the  author  is  the  editor  of  the  Kentucky  Post  and  Times 
Star,  in  Covington,  Kentucky,  and  not  a research  scientist 
in  the  field.  Since  the  author  is  a reporter,  the  writing  is 
lively  and  the  subject  is  presented  in  entertaining  style. 

In  the  early  chapters,  Mr.  Trimbal  makes  historical 
reference  to  the  work  of  Dr.  Orval  J.  Cunningham,  who 
was  professor  of  anesthesiology  at  the  Kansas  University 
Medical  Center  at  the  close  of  World  War  I.  The  au- 
thor then  proceeds  to  informatively  narrate  the  history 
of  the  use  of  air  and  oxygen  under  pressure.  Perhaps 
some  of  the  writing  is  noteworthy  for  its  news  angle, 
e.g.,  a whole  chapter  is  devoted  to  the  unfortunate  death 
of  the  son  of  John  F.  Kennedy,  despite  treatment  with 
hyperbaric  oxygenation  in  the  pressure  tank  at  Harvard 
Medical  School.  The  use  of  hyperbaric  oxygen  is  chroni- 
cled in  the  treatment  of  gas  gangrene,  stroke,  old  age, 
acute  myocardial  infarction,  burns,  carbon  monoxide 
poisoning,  and  it  is  even  hinted  that  it  is  good  for 
sexual  inadequacy.  In  spite  of  the  interest  the  book  en- 
genders with  its  detailing  of  the  miraculous  responses  to 
this  form  of  therapy,  the  reason  that  it  has  not  been  con- 
sidered a universal  panacea  is  found  in  the  last  three 
chapters,  which  are  devoted  to  the  discussion  of  the 
problem  of  oxygen  toxicity.  There  the  author  presents 
the  arguments  as  formulated  by  outstanding  authorities 
in  the  field,  against  the  use  of  this  modality  of  therapy. 
Perhaps  the  problem  can  be  summed  up  by  stating  that 
until  more  is  known  about  the  pharmacology  of  oxygen 
and  the  physiologic  responses  of  the  human  being  to 
increased  pressures  of  oxygen,  the  use  of  hyperbaric 
oxygenation  should  be  restricted  to  research  activities 
where  these  aspects  of  its  use  can  be  scientifically 
determined. 

While  the  book  is  extremely  interesting  and  contains 
a wealth  of  information  about  the  subject  of  hyperbaric 
oxygenation,  there  are  objections  to  considering  it  sci- 
entific literature  in  the  usual  sense.  The  first,  of  course, 
is  that  it  is  not  an  authentic  text  written  by  an  authority 


in  the  field;  secondly,  it  lacks  a bibliography;  and  third, 
its  statements  are  not  supported  by  scientific  data.  When 
the  cautious  approach  of  its  strongest  proponents  and 
the  apparent  loss  of  enthusiasm  of  some  of  its  earliest 
users  are  added  to  the  fact  that  the  initial  outlay  for  a 
tank  is  quite  expensive,  it  is  readily  understood  why  the 
medical  profession  has  not  accepted  it  as  a primary 
mode  of  therapy.  Despite  this  criticism,  however,  it  does 
present  an  overview  of  the  subject  and  is  informatively 
written  in  a relaxing  style.  Although  it  cannot  be  recom- 
mended as  a text  on  the  subject,  it  is  heartily  endorsed 
as  interesting  reading  for  a plane  trip,  a cruise,  other 
vacation  endeavor,  or  general  information. 

A directory  of  hyperbaric  chambers  in  the  United 
States,  Canada,  Mexico,  and  Puerto  Rico  is  appended. — 
J.A.O'C. 

AAMA  CERTIFICATION  EXAM 

A total  of  540  CMA  certificates — the  highest  number 
in  the  18-year  history  of  the  American  Association  of 
Medical  Assistants — were  earned  in  1974  by  those 
taking  the  annual  certification  examination.  Included 
among  the  newly  certified  from  Kansas  were:  Sheri  D. 
Cox,  Betty  N.  Koch,  Thelma  A.  Mayhill,  Bobby  A. 
Runyan,  and  Corinne  B.  Squire,  of  Wichita;  Rosella  J. 
Flax,  of  Ransom;  Frances  V.  Lamkin,  of  Wellington; 
and  Mary  E.  Slagle,  of  Ness  City. 

This  record  also  includes  23  who  passed  the  new 
pediatric  examination  offered  for  the  first  time  this 
year.  This  program  is  conducted  by  AAMA  in  collabo- 
ration with  the  American  Academy  of  Pediatrics.  Be- 
ginning in  1975,  the  examination  will  have  a new  for- 
mat, consisting  of  the  basic  certification  examination 
and  three  specialty  examinations:  administrative,  clini- 
cal, and  pediatrics. 

The  AAMA,  a national  organization  of  15,500  medi- 
cal assistants  employed  by  physicians,  offers  the  certifi- 
cation examination  at  more  than  70  centers  throughout 
the  country.  Information  may  be  obtained  from  the 
AAMA,  1 East  Wacker  Drive,  Chicago,  Illinois  60601. 
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PROSTHETIC 

SERVICES 

ILLUSTRATED  IS  THE  PTB 
PROSTHESIS  MADE  OF 
PLASTIC  WITH 
SUPRACONDYLAR 
CUFF  SUSPENSION. 

1121  GRAND  AVE. 
KANSAS  CITY,  MISSOURI  64106 
PHONE  816  221  0206 


“Gentlemen, 

:ongratulations  are  in  order” 


“A.H.  Robins  asked  me 
o compare  the  banana  flavor  of  their 
)onnagel®  -PG  with  the  real  thing  and, 
>y  jove,  I couldn’t  tell  the  difference. 
'Jot  even  in  sip-by-sip  comparison. 
\mazing! 

“There’s  no  unpleasant 
>aregoric  taste  because  there’s  no 
laregoric.  Clever,  wouldn’t  you  say? 
nstead,  A.  H.  Robins  uses  the  thera- 
)eutic  equivalent,  powdered  opium, 
o promote  the  production  of  formed 


stools  and  lessen  the  urge. 

And  Donnagel-PG  also  provides  the 
demulcent-detoxicant  effects  of  kaolin 
and  pectin,  plus  the  antispasmodic 
benefits  of  belladonna  alkaloids. 

“But  what  I find  most  impressive 
is  the  skillful  manner  in  which 
A.  H.  Robins  has  combined  these 
ingredients  with  that  delicate  flavor 
of  vintage  bananas.  Smashing, 
absolutely  smashing! 

“May  I propose  a toast?” 

/^H  ROBINS 

A,  H Robins  Company,  Richmond,  Virginia  23220 


Donnagel-PG.  (5 

Donnagel  with  paregoric  equivalent 
Each  30  cc.  contains: 

Kaolin 60g 

Pectin 142.8  mg. 

Hyoscyaminesulfate 0.1037  mg 

Atropinesulfate 0.01 94  mg 

Hyoscine hydrobromide.  . . 0.0065mg. 

Powderedopium,  USP  24.0mg. 

(equivalent  to  paregoric  6 ml.) 

(warning:  may  be  habit  forming) 

Sodium  benzoate  60.0  mg. 

(preservative) 

Alcohol.  5% 

(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law. 


AH-ROBINS 


CLEAR 

THE 

TRACT 


Fall  and  winter  coughs  are  back.  Time  to 
help  clear  the  lower  respiratory  tract  with 
the  five  Robitussins  and  Cough  Calmers. 
All  contain  glyceryl  guaiacolate,  the  effi- 
cient expectorant  that  works  systemically 
to  help  increase  the  output  of  lower  respira- 
tory tract  fluid.  The  enhanced  flow  of  less 
viscid  secretions  soothes  the  tracheo- 
bronchial mucosa,  promotes  ciliary  action, 
and  makes  thick,  inspissated  mucus  less 
viscid  and  easier  to  raise.  Available  on 
your  prescription  or  recommendation. 


For  unproductive  coughs 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  severe  coughs 

ROBITU3SIN  A-C-G 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  tor  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go " 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Clears  nasal  and  sinus  passages  as  it  relieves  coughs 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


MEET  THE  NEWEST  MEMBER  OF  THE  LINE 

Comprehensive  decongestant  action  helps  control 
cough  and  clear  stuffy  nose  and  sinuses.  Non-narcotic. 

ROBITUSSIN®-CF 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 10.0  mg. 

Phenylpropanolamine  hydrochloride 12.5  mg. 

Alcohol,  1 .4% 


Select  the  Robitussin  ^ formulation 
that  treats  your  patient's 
individual  coughing  needs: 

ROBITUSSIN® 
ROBITUSSIN  A-C® 
ROBITUSSIN-DM® 
ROBITUSSIN-PE® 
ROBITUSSIN®-CF 
COUGH  CALMERS® 
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A.  H Robins  Company,  Richmond,  Va.  23220 
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ADVERTISEMENTS 


Join  our 
worldwide 
clinic. 


Perhaps  you’ve  always  wanted  to 
practice  in  an  overseas  clinic  where 
you  could  see  something  of  the 
world.  We  can  help. 

As  a physician  in  the  Air  Force  you’ll 
have  a chance  to  practice  anywhere  in 
the  world,  from  Washington  to 
London  to  Bangkok.  You  will  have 
time  to  learn  more  about  the  area, 
with  30  days  paid  vacation  each 
year,  free  travel,  reasonable  hours 
and  a good  salary. 

Your  medical  practice  will  be  in  mod- 
ern facilities,  where  you  will  be  assisted 
by  a highly-qualified  staff  of  nurses, 
dieticians,  therapists  and  administrators. 

Positions  are  available  in  primary  health  care 
delivery,  all  major  specialities,  hospital  direc- 
torships and  medical  research. 

If  you  find  the  prospect  of  joining  an  Air  Force  Clinic  exciting, 
check  out  all  the  facts  on  Air  Force  health  care  and  mail  this 
coupon  now. 


Please  send  me  more  information  on  the  Air  Force 
Physician  Program.  I understand  there  is  no  obligation. 

AIR  FORCE  MEDICAL  PLACEMENT 
1734  E.  63rd  St.  Suite  110 
Kansas  City,  Mo.  64110 


NAME 

STREET 

CITY 

ZIP  PHONE 

World  Wide  Health  Care  Air  Force 


H 


ADVERTiSEM  ENTS 
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THE  LATTIMORE-FINK  LABORATORIES,  INC. 


A Damon  Associate 


P.  O Box  561,  Topeka,  Kansas  66601 


A.  A.  Fink , M.D.— Pathologist-Director 


Professional  Staff 

D.  E.  Gray,  M.D.,  Cytopathologist 
A.  Huaman,  M.D.,  Pathologist 

R.  Lefebvre,  M.D.,  Pathologist 
W.  W.  Scamman,  M.D.,  Pathologist 

E.  Rabin,  M.D.,  Pathologist 
H.  Rendon,  M.D.,  Pathologist 

Administration 

D.  M.  Demaree,  M.T.  (ASCP),  Administrator 
P.  Quinley,  M.T.  (ASCP),  Education  Director 

Comprehensive  Clinical  Testing  From  a 
Single  Source 
Quality 

Personalized  Service 
Performance 

Accredited  by  College  of  American 
Pathologists 


Service  Representative 

W.  Norris,  M.T.  (ASCP)  — (913)  234-8621 

Technical  Staff 

D.  E.  Ferree,  M.T.  (ASCP),  General  Supervisor 
R.  Vopat,  M.T.  (ASCP),  Night  Supervisor 
L.  A.  Hull,  M.T.  (ASCP),  Bacteriology 
J.  Carpenter,  M.T.  (ASCP),  Chemistry 
A.  Pringle,  M.T.  (ASCP),  Hematology 


Over  half  a century  of  Continued  Pathology 
Services 

Anatomical  and  Clinical  Pathology 
Cytology  — Cytogenetic  Studies 
Clinical  Chemistry — Radioisotope  Assay 
Bacteriology  — Mycology 
Serology  — Hematology 


Certified  by  Medicare  and  Medicaid  — Licensed  by  U.  S.  Public  Health  Service 


ouncements 


Professional  meetings,  conferences,  and  postgraduate 
courses  of  national  importance  are  listed  for  the  Doc- 
tor’s Calendar.  Notice  of  the  session  is  posted  in  ad- 
vance to  allow  the  physician  time  to  make  preparations. 


NOVEMBER 


Nov.  11-13  42nd  Annual,  Omaha  Mid-West  Clinical 
Society,  Omaha  Hilton.  Write:  Mary  E. 
Pilloud,  1040  Medical  Arts  Bldg.,  Omaha 
68102. 


Nov.  18-22  American  Heart  Association,  Fairmont  Ho- 
tel, Dallas.  Write:  W.  W.  Moore,  44  East 
23rd  St.,  New  York  10010. 


Nov.  19 


Nov.  21-23 


Nov.  21-24 


Gastrointestinal  CPC  With  Medical  and 
Surgical  Overtones , The  Moila  Temple,  St. 
Joseph,  Mo.  KUMC  and  Missouri  Academy 
of  Family  Physicians  sponsored.  Write: 
KUMC  Postgraduate  Medical  Education, 
Kansas  City,  Kansas  66 103. 

Diseases  of  the  Liver  (Miami  U.  postgrad- 
uate course),  Fontainebleau,  Miami.  Write: 
Leon  Schiff,  M.D.,  PO  Box  520875,  Bis- 
cayne  Annex,  Miami  33152. 

Annual  Meeting,  American  Association  for 
Clinical  Immunology  and  Allergy,  Ft.  Lau- 
derdale, Florida.  Write:  John  L.  Dewey, 
M.D.,  PO  Box  912,  DTS,  Omaha  68101. 


Nov.  25-27  Treatment  and  Rehabilitation  (American 
Cancer  Society  Conference),  Waldorf-As- 
toria Hotel,  New  York  City. 

Nov.  30-Dec.  4 American  Medical  Association,  Portland. 


JANUARY 

Jan.  2-7  Pediatric  Nephrology  Seminar,  Americana 

Hotel,  Bal  Harbor,  Florida.  Write:  Dept, 
of  Pediatrics,  University  of  Miami  School 
of  Medicine,  PO  Box  520875  Biscayne  An- 
nex, Miami  33152. 

FEBRUARY 


Feb.  12  6th  Annual  Arthur  E.  Hertzler  Memorial 

Lectures,  The  Hertzler  Research  Founda- 
tion, Halstead,  Kansas. 


Feb.  21-22  Pediatric  Behavior  Management,  Miami. 

Write:  Dept,  of  Pediatrics,  University  of 
Miami  School  of  Medicine,  PO  Box  520875 
Biscayne  Annex,  Miami  33152. 

University  of  Kansas  Postgraduate  Education: 

Nov.  12-15  Internal  Medicine 

Nov.  21-22  Medical  Technology 

Dec.  9-10  Battered  Child 

Jan.  23-24  Gyn-Oh 

Feb.  12-14  Diagnostic  Cytology 

Feb.  26  The  Mentally  Handicapped  Child 


For  further  details,  see  pages  325  and  330. 


NEW  MEMBERS 

The  Journal  takes  this  opportunity  to  welcome  these  new 
members  into  the  Kansas  Medical  Society. 


Patrick  N.  Barker,  M.D. 

138  East  1 6th  St. 

Wichita,  Kansas  67214 

Charles  S.  Bollman,  M.D. 

Ash  & St.  Mary's  Road 
Junction  City,  Kansas  66441 

Jack  A.  Braley,  D.O. 

A.  C.  Office  Building 
Arkansas  City,  Kansas  67005 

James  E.  Hanlon,  M.D. 

243  N.  Bleckley 
Wichita,  Kansas  67208 


S.  A.  Labhsetwar,  M.D. 
1233  W.  Spruce 
Junction  City,  Kansas  66441 

A.  P.  Ramchandani,  M.D. 

551  Morton 
Elkhart,  Kansas  67950 

Shelby  D.  Rose,  M.D. 

St.  Luke’s  Hospital 
Wellington,  Kansas  67152 

Robert  E.  Sinclair,  M.D. 

Kansas  State  University 
Manhattan,  Kansas  66502 


Donald  C.  White,  M.D. 
407  N.  Overlook  Drive 
Coffeyville,  Kansas  67337 
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Month  in  Washington 


President  Ford's  long-heralded  summit  economic  con- 
ference produced  relatively  little  talk  about  health  care 
costs  and  inflation,  despite  the  fact  that  HEW  Secretary 
Weinberger  has  of  late  frequently  sounded  such  an 
alarm. 

Nor  was  there  any  indication  during  the  Washington 
parley  that  the  Administration  was  considering  controls 
at  this  time,  although  Senate  Majority  Leader  Mike 
Mansfield  (D-Mont.)  urged  the  800  delegates  to  re- 
quest such  controls. 

However,  it  became  clear  to  conference  observers  that 
the  President  will  ask  Congress  to  approve  certain  but 
unspecified  tax  changes  and  to  cut  the  federal  budget  to 
combat  inflation. 

AMA  President  Malcolm  C.  Todd,  a delegate  to  the 
summit  conference,  said  that  he  agreed  with  the  Presi- 
dent with  respect  to  avoiding  controls  at  this  time — 
"particularly  discriminatory  cost  controls.’’  "Every 
American,  every  physician,  has  the  duty  to  assist  in 
solving  the  number  one  problem  of  the  nation — infla- 
tion,” Dr.  Todd  said,  noting  that  the  AMA  has  re- 
peatedly stressed  the  need  for  restraints  by  physicians 
in  avoiding  unjustifiable  charges  and  fee  increases. 

A summary  of  the  earlier  pre-summit  session  on 
health  was  presented  by  Michael  Zubkoff,  Professor  of 


Health  Economics  at  Meharry  Medical  College  and 
Vanderbilt  University.  He  stated  that  "it  is  generally 
recognized  that  the  health  sector  is  both  a hostage  and 
a cause  of  inflation.” 

According  to  Professor  Zubkoff,  the  pre-summit  meet- 
ing had  determined  certain  "structural  defects”  in  the 
health  care  delivery  system  which  included: 

"Fee-for-service  payment  for  physicians  and  cost- 
plus  reimbursement  for  hospitals  . . . encourages  cost 
growth. 

"First  dollar  insurance  coverage  reduces  cost- 
consciousness  by  consumers. 

"Consumers  lack  knowledge  to  become  aggressive, 
informed  purchasers  of  health  care.” 

Among  the  "common  themes”  stressed  at  the  pre- 
summit health  conference,  Zubkoff  said,  were  that  the 
federal  commitment  to  health  care  should  not  be  re- 
duced; that  structural  reform  is  needed;  and  that  exist- 
ing incentives  and  regulatory  mechanisms  are  inade- 
quate. "There  was  a definite  lack  of  a widespread 
consensus  on  solutions  to  cost  problems  in  health  during 
the  pre-summit  meeting,”  Zubkoff  told  the  summit 
meeting. 

While  pleased  that  President  Ford  had  not  called  for 


Your  patients  have  confidence  in  you — so  you  have  the  right  to 
expect  confidence  in  your  financial  institution — to  be  sure  your 
money  is  safe  . . . and  at  Capitol  Federal  you  have  a sure  thing. 
• New  higher  interest  rates  • over  750  Million  Dollars  in  assets  • 
sound  management  • large  reserves — plus  insurance  with  never 
a worry  about  the  return  on  your  money  or  the  return  of  your 
money.  And,  if  you  would  like  to  transfer  funds  to  Capitol  Fed- 
eral— that’s  one  operation  we  can  handle  for  you.  Just  let  us 
know  if  there  is  any  way  we  can  serve  you. 

L DIRECTOR  DR.  JAMES  A.  McCLURE 


Caprtol 


•TOPEKA  .JOHNSON  COUNTY 

• OLATHE  .EMPORIA 

• LAWRENCE  .MANHATTAN 


"The  Most  Trusted  Home  In  Savings  " 
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wage-price  clamps  by  the  federal  government,  Dr.  Todd 
at  the  same  time  criticized  the  Administration  for  "sin- 
gling out”  health  by  "annualizing”  monthly  consumer 
price  index  levels.  The  practice  of  projecting  the  yearly 
increase  on  the  basis  of  what  happens  during  one  month 
or  several  months  has  been  followed  only  on  "health,” 
so  as  to  bolster  the  contention  that  the  health  segment 
should  be  isolated  for  controls,  Dr.  Todd  charged. 

Suggested  steps  to  curb  medical  costs,  listed  by  Dr. 
Todd,  were  preadmission  testing;  expansion  of  ambula- 
tory care  services;  earlier  discharge  from  hospitals; 
avoidance  of  unnecessary  hospitalization;  reducing 
wasteful  testing,  prescribing  and  treatment;  and  decreas- 
ing the  cost  of  malpractice  insurance. 

In  addition,  Dr.  Todd  said,  there  must  be  incentives 
to  produce  more  family  physicians  and  to  plan  for 
needed  specialists  only. 

"Perhaps  physicians  should  attempt  voluntarily  to 
guide  their  fee-setting  decisions  by  tying  their  charges 
to  the  consumer  price  index  levels  and  not  exceeding 
them,”  Dr.  Todd  suggested. 

A wide  range  of  health  care  related  subjects  were 
discussed  at  a recent  meeting  between  an  AMA  dele- 
gation and  HEW  Secretary  Caspar  Weinberger. 

Malcolm  Todd,  M.D.,  President  of  the  AMA,  said 
the  Secretary  and  his  aides  were  told  that  the  AMA 


KANSAS  Key  positions  in  state 
hospitals  for  psychiatrists,  certi- 
fied or  board  eligible.  Clinical 
training  and  administrative  oppor- 
tunities in  progressive  state  hos- 
pital system.  Close  working  rela- 
tionship with  community  mental 
health  centers  and  community  ori- 
ented problems — choice  of  loca- 
tion. 

Salary  based  on  training  and  ex- 
perience, $25,000  to  $34,000. 
Contact:  R.  A.  Haines,  M.D.,  Di- 
rector Mental  Health/Retardation 
Services,  Room  500  North,  State 
Office  Bldg.,  Topeka,  Kansas 
666 1 2.  Phone:  9 1 3-296-3774. 


desires  the  best  possible  national  health  insurance 
(NHI)  program  that  can  be  worked  out,  but  cau- 
tioned against  any  hurry-up  approval  in  an  emotionally- 
charged  Congress  late  in  the  session. 

Dr.  Todd  said  he  emphasized  that  the  number  one 
problem  facing  the  nation  at  present  is  inflation  and 
that,  therefore,  any  NHI  program  should  have  a mini- 
mal impact  on  this  problem.  AMA  officials  urged  that 
NHI  be  kept  outside  of  the  Social  Security  Adminis- 
tration. 

The  AMA  delegation  urged  that  controls  not  be  re- 
imposed on  the  medical  profession,  citing  the  AMA’s 
urging  of  moderation  by  physicians  to  keep  fees  in 
line  with  expenses. 

Other  subjects  at  the  meeting  included  manpower 
legislation,  and  Current  Procedural  Terminology. 


The  Food  and  Drug  Administration  is  planning  a 
letter  to  physicians  alerting  them  to  a series  of  studies 
to  be  published  in  Lancet,  the  British  Medical  Journal, 
that  finds  a higher-than-normal  incidence  of  cancer  of 
the  breast  among  women  age  60  and  older  who  have 
been  treated  with  Reserpine  for  high  blood  pressure.  A 
panel  of  experts  appointed  by  the  HEW  Department 
will  review  the  data. 
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Microfilmed  copies  of  current  as 
well  as  all  back  issues  of  the  Jour- 
nal are  available  through  University 
Microfilm  Services,  a subsidiary  of 
Xerox  Corporation.  The  35  mm  film 
fits  all  standard  viewers  and  provides 
the  Journal  in  miniature  at  a savings 
on  binding  and  storage  costs.  Write 
for  information  or  send  orders  direct 
to  University  Microfilm  Services,  300 
North  Zeeb  Road,  Ann  Arbor,  Mich- 
igan 48106. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequer  fi 
and/or  severity  of  grand  mal  seizures  rr 
require  increased  dosage  of  standard  ar 
convulsant  medication;  abrupt  withdrav( 
may  be  associated  with  temporary  in- 
crease in  frequency  and /or  severity  of 
seizures.  Advise  against  simultaneous  ii 
gestion  of  alcohol  and  other  CNS  depre:. 
sants.  Withdrawal  symptoms  (similar  tc 
those  with  barbiturates  and  alcohol)  ha  i 
occurred  following  abrupt  discontinuan,i 
(convulsions,  tremor,  abdominal  and  m 
cle  cramps,  vomiting  and  sweating).  Ke , 
addiction-prone  individuals  under  caret 


According  to  her  major 
y ptoms,  she  is  a psychoneu- 

0 c patient  with  severe 

r iety.  But  according  to  the 
e;ription  she  gives  of  her 
; ings,  part  of  the  problem 

1 / sound  like  depression. 

'1  s is  because  her  problem, 

1 ough  primarily  one  of  ex- 
e ive  anxiety,  is  often  accom- 
i ied  by  depressive  symptom- 
t ogy.  Valium  (diazepam) 
a provide  relief  for  both— as 
l excessive  anxiety  is  re- 
esd,  the  depressive  symp- 
) s associated  with  it  are  also 
f n relieved. 

There  are  other  advan- 
i is  in  using  Valium  for  the 
i lagement  of  psychoneu- 
dc  anxiety  with  secondary 
eressive  symptoms:  the 
s ehotherapeutic  effect  of 
1 ;ium  is  pronounced  and 
aid.  This  means  that  im- 
i vement  is  usually  apparent 
a le  patient  within  a few 
i s rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  B W,  et  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24: 273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 
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L eillance  because  of  their  predisposi- 
|to  habituation  and  dependence.  In 
i;nancy,  lactation  or  women  of  child- 
ring  age,  weigh  potential  benefit 
£ nst  possible  hazard. 

'cautions:  If  combined  with  other  psy- 
I Topics  or  anticonvulsants,  consider 
^fully  pharmacology  of  agents  em- 
I ed;  drugs  such  as  phenothiazines, 
r.otics,  barbiturates,  MAO  inhibitors 
r other  antidepressants  may  potentiate 
Motion.  Usual  precautions  indicated  in 
Rents  severely  depressed,  or  with  latent 
cession,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported: 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Dear  Doctor: 

In  this  December  issue,  I wish  to  extend  from  our 
family  to  you  and  your  family  our  very  best  wishes  for 
a meaningful  Christmas  and  a blessed  New  Year. 

The  Auxiliary  "Funshop  Team”  just  completed  its 
schedule  of  visits  over  the  state.  I believe  that  we  were 
able  to  personally  contact  many  members  who  will  make 
this  arm  of  the  Kansas  Medical  Society  grow  and  excel. 
Since  September,  we  have  visited  our  members  in  Gar- 
den City,  Dodge  City,  Hays,  Caney,  Colby,  Kansas  City, 
and  Minneapolis.  State  officers  have  visited  the  county 
auxiliaries  in  Cowley  County,  Emporia,  Topeka,  Great 
Bend,  Harvey  County,  and  Wichita. 

At  the  Fall  Conference  in  Wichita,  October  23-24, 
Auxiliary  leaders  from  literally  all  corners  of  the  state 
participated  in  a workshop  with  special  attention  to 
AMPAC  and  KaMPAC,  and  to  state  legislation.  Drs. 
Rex  Kenyon,  of  Oklahoma  City,  and  H.  Tom  Gray,  of 
Wichita,  were  the  speakers.  We  were  also  honored  to 
have  Dr.  John  N.  Blank  greet  us  on  behalf  of  the 
Kansas  Medical  Society  and  to  introduce  your  repre- 
sentative from  the  KMS  office,  Mr.  Jerry  Slaughter.  We 
stressed  major  Auxiliary  emphasis  on  such  topics  as: 
genetic  counseling,  international  health,  education  about 
health,  and  the  Heimlich  maneuver  to  dislodge  the  food 
and  overcome  "cafe  coronaries.”  These  were  amplified 
by  a Film  Festival  on  eight  different  subjects,  such  as 
emergency  medical  services,  VD,  birth  defects,  self- 


protection, and  mental  health.  The  films  were  shown  and 
their  use  was  suggested  as  program  material  for  county 
auxiliaries  and  also  for  possible  community  programs. 

This  type  of  leadership  training  program  provided 
an  overview  of  Auxiliary  interests  and,  hopefully,  will 
help  our  local  Auxiliary  leaders  demonstrate  concern 
and  guidance  to  their  community  in  areas  of  health. 
These  Auxiliary  leaders  appreciate  that  by  being  active 
in  their  own  Auxiliary,  they  are  being  supportive  of  your 
profession.  Your  Auxiliary  is  the  only  organization 
promoting  and  supporting  the  activities  of  the  Kansas 
Medical  Society. 

For  their  blessings,  sacrifice,  and  encouragement  to 
their  wives’  activities  in  the  Auxiliary,  I especially  want 
to  thank  Drs.  Emerson  Yoder,  Clair  Cavanaugh,  Dean 
Burnett,  William  Allen,  Merlyn  Colip,  John  Huff,  John 
Rempel,  W.  G.  Cauble,  Paul  Lovett,  Evan  Williams, 
Peter  Wiens,  Floyd  Grillot,  Kermit  Wedel,  William 
Crouch,  and  David  Laury.  A special  thanks  to  Dr. 
Robert  Moore,  for  allowing  the  "Funshop  Team”  to 
take  over  his  home  for  our  program.  Finally,  I want  to 
thank  what’s  his  name,  my  husband,  for  much  help  and 
encouragement. 

Doctors,  your  ladies  thank  you! 

Dot  Meyer 

President, 

Woman’s  Auxiliary  to  the 
Kansas  Medical  Society 
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The  MUDRANES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 
• Phenobarbital  (to  lessen  cardiac  stimulation) . 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


Federal  laiv  prohibits  dispensing  without  prescription. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23261 


PRINCIPLES  OF  CLINICAL  ELECTROCARDI- 
OGRAPHY, 8th  Edition,  by  M.  J.  Goldman,  M.D. 
Lange  Medical  Publications,  Los  Altos.  1973.  400 
pages.  $8.00. 

The  basics  of  electrocardiography  are  extremely  well 
presented  in  this  paperback  text.  There  are  a multitude 
of  representative  electrocardiograms  used,  and  these  are 
well  pointed  up  with  diagrams  and  explanations  of  the 
cardiac  conduction  systems  and  lesions  that  are  involved. 
The  early  chapters  of  this  book  have  to  do  with  the 
electro-physiology  of  the  heart,  vectors,  and  the  normal 
electrocardiogram  in  both  adults,  infants,  and  children. 
The  remaining  chapters  are  concerned  with  abnormal 
electrocardiographic  patterns  and  the  various  common 
disease  patterns.  There  is  a fine  introductory  chapter 
regarding  vector-cardiography,  and  the  final  chapter 
offers  the  reader  a chance  to  review  and  interpret  many 
various  electrocardiographic  patterns. 

In  his  introduction,  the  author  points  out  the  fact  that 
the  electrocardiogram  is  a laboratory  test  only  and  like 
all  laboratory  findings,  an  electrocardiogram  is  signifi- 
cant only  when  interpreted  in  the  light  of  clinical  find- 
ings. Therefore,  the  individual  most  qualified  to  inter- 
pret the  ECG  is  the  physician  caring  for  the  patient. 

In  the  chapter  concerning  intraventricular  conduction 
defects,  there  is  a good  explanation  of  the  hemiblocks 
and  the  peripheral  left  ventricular  conduction  defects. 
These  are  particularly  well  diagramed  and  wrell  ex- 
plained. 

The  subjects  of  myocardial  ischemia  and  myocardial 
infarction  are  covered  rather  comprehensively  and  as  is 
typical  of  this  book,  are  well  diagramed  according  to 
conduction  involved  and  with  many  representative  trac- 
ings. The  usual  atrial  and  ventricular  arrhythmias  along 
with  atrio-ventricular  conduction  disturbances  are  dis- 
cussed and  presented  quite  adequately. 

Various  other  abnormal  electrocardiographic  patterns 
are  presented,  including  the  following:  pericarditis, 
myocarditis,  hyper-  and  hypothyroidism,  traumatic  heart 
disease,  neuromuscular  diseases,  malignancy  of  the  heart, 
electrolyte  disturbances,  and  the  effects  of  various  drugs 
on  electrocardiogram. 

In  summary,  the  reviewer  feels  that  this  book  is  an 
excellent  guide  to  the  basics  of  electrocardiography  and 


that  both  the  medical  student  and  the  practitioner  will 
find  it  to  be  a valuable  guide. — J.P.B. 

ATLAS  OF  VASCULAR  SURGERY,  3rd  Edition, 
by  Falls  B.  Hershey,  M.D.  and  Carl  H.  Caiman,  M.D. 
The  C.  V.  Mosby  Co.,  St.  Louis.  1973.  504  pages,  681 
illustrations.  $35.00. 

This  comprehensive  atlas  of  vascular  surgery  is  an 
excellent  text.  The  chapters  on  vascular  surgery  history, 
surgical  principles,  and  general  basic  techniques  (with 
appropriate  illustrations,  theory,  techniques,  principles 
of  vascular  flow,  etc.)  are  especially  well  done  and 
illustrated.  The  book  is  well  organized  and  indexed. 

The  authors,  in  their  introduction,  frankly  admit  to 
certain  strong  feelings  regarding  the  proper  approaches 
to  specific  problems,  and  the  reader  must  appreciate  this 
fact.  This  is  not  necessarily  a weakness,  but  the  reader 
must  be  aware  of  this.  Perhaps  the  weakest  chapter  in 
the  entire  volume  is  that  devoted  to  arteriography.  Nu- 
merous modifications  and  major  improvements  in  the 
area  are  not  even  mentioned  by  the  authors. 

Vascular  surgeons  all  realize  any  text  on  this  subject 
is  inevitably  outdated  in  certain  areas  long  before  its 
publication ; however,  the  many  procedures  and  diag- 
nostic techniques  which  have  been  well  worked  out  are 
very  adequately  reviewed  and  for  the  most  part  beauti- 
fully illustrated. 

The  reviewer  feels  that  this  vascular  atlas  is  the  best 
available  book  in  this  field  and  would  be  very  helpful, 
especially  to  surgical  interns  and  residents. 

Any  hospital  library,  or  anyone  learning  or  doing 
vascular  surgery,  would  be  well  advised  to  have  this 
book  for  its  basic  information  content,  as  well  as  for  the 
author’s  views  on  specific  subjects. — W.J.V. 

IMMEDIATE  CARE  OF  THE  ACUTELY  ILL 
AND  INJURED,  edited  by  Hugh  E.  Stephenson,  Jr. 
The  C.  V.  Mosby  Co.,  St.  Louis.  1974.  2 66  pages. 

This  book  is  well  organized  and  covers  all  aspects  of 
the  subject  material.  However,  it  is  too  superficial  in 
many  areas  to  be  used  as  a textbook  for  medical  students. 
As  an  example,  in  the  area  of  cardiac  arrhythmias,  the 
book  does  not  include  the  use  of  electrocardiograms. 

( Continued  on  page  16) 
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ADVERTISEMENTS 


Civilian  Aeromedical  Transportation 

Medical  Indications  and  Contraindications 

JOSEPH  A.  MOYLAN,  M.D.,  Madison , Wisconsin 


Litter  bearers  accompanied  the  armies  of  Rome  and 
Greece,  and  transported  on  foot  the  afflicted  soldiers  to 
the  field  hospital.  Providing  rapid  access  for  the  critically 
ill  or  injured  patient  into  the  appropriate  medical  care 
system  has  been  a major  concern  to  physicians  through 
the  centuries.  From  the  Middle  Ages  until  now,  ground 
transportation  for  ill  patients  has  been  the  primary  mode 
of  medical  transportation,  initially  by  animal-drawn 
vehicles  and  now  by  modern  ambulance. 

With  the  Vietnam  conflict,  a new  method  of  convey- 
ance of  ill  patients  reached  its  peak — aeromedical  trans- 
portation. Prior  to  that  time,  air  evacuation  was  primarily 
used  to  transport  healed  but  convalescent  soldiers  from 
the  overseas  hospitals  to  a treatment  center  in  the  United 
States.  Although  helicopter  use  was  employed  during  the 
Korean  war,  the  full  value  of  this  technique  was  not  ap- 
preciated until  the  1960s.  During  this  period,  the  mor- 
tality rate  for  war  injuries  was  significantly  reduced.  The 
major  factor  for  this  reduction  in  the  death  rate  was 
rapid  transport  of  the  injured.  No  soldier  was  more  than 
35  minutes  away  from  a medical  facility  capable  of  giv- 
ing definite,  resuscitative  life-saving  treatment.1 

This  military  experience  has  been  translated  into  civil- 
ian practice.  Although  some  question  the  value  of  the 
helicopter  in  civilian  medicine,  many  reports  have  docu- 
mented the  life-saving  aspects  of  aeromedical  transport. 


Assistant  Professor  of  Surgery,  University  of  Wisconsin  Cen- 
ter for  Health  Sciences,  1300  Liniversity  Avenue,  Madison, 
Wisconsin  53706. 

Presented  at  the  115th  annual  meeting  of  the  Kansas  Medical 
Society,  May  7,  1974,  Topeka. 


It  is  important,  in  considering  air  medical  transporta- 
tion, to  distinguish  three  main  types  utilized  in  the  sys- 
tem: (1)  Aeromedical  transportation  from  the  accident 
scene  to  the  hospital.  In  this  situation,  one  is  transporting 


Medical  indications  and  contraindica- 
tions to  air  evacuation  are  described.  Per- 
sonnel, equipment  requirements,  and  pa- 
tient preparation  necessary  to  insure  a 
controlled  conveyance  of  ill  and  injured 
patients  is  outlined. 


a labile  patient  who  has  just  incurred  an  illness  or  an  in- 
jury to  the  primary  facility.  (2)  Interhospital  transporta- 
tion, where  a patient  once  stabilized  is  diagnosed  as  hav- 
ing a disease  process  requiring  specialized  medical  care. 
(3)  Materials  transport,  including  the  movement  of 
matched  blood  from  a central  blood  bank  to  rural  hos- 
pitals. 

The  transport  of  the  patient  from  the  accident  scene 
to  the  hospital  has  received  much  publicity  in  recent 
years.  Actually,  the  experience  with  interhospital  type 
of  transportation  has  been  much  more  extensive.  The 
personnel  at  the  U.  S.  Army  Institute  of  Surgical  Re- 
search have  been  involved  in  air  evacuation  of  acutely 
injured  patients  since  1951. 2 While  sporadic  missions  of 
mercy  have  been  carried  out  for  many  years  before  that 
time,  no  accurate  records  of  problems  and  special  re- 
quirements for  aeromedical  transportation  had  been  kept. 
During  a recent  three-year  study  period,  approximately 
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250  flights  were  undertaken  involving  765  patients. 
Within  48  hours  of  injury,  31  per  cent  of  the  patients 
were  evacuated  to  the  Army  Burn  Center.  The  others 
were  transported  from  as  far  away  as  Japan  during  the 
first  postburn  week.  In  all  instances,  the  patients  were 
initially  stabilized  at  the  primary  treating  hospital,  and 
then  referred  to  the  Army  Burn  Center  in  San  Antonio. 

Another  dimension  that  must  be  considered  in  the 
aeromedical  transportation  scheme  is  the  type  of  "flying 
machine.”  The  first,  the  rotor  type  helicopter,  is  more 
commonly  used  in  Type  I evacuations  from  the  scene  of 
the  accident  to  the  hospital,  although  this  airplane  has 
been  used  in  interhospital  transportation  up  to  a radius 
of  about  200  miles.  The  fixed-wing  plane,  either  prop 
or  jet  type,  is  more  commonly  used  in  Type  II  trans- 
portation. 

Type  I Aeromedical  Transportation 

The  major  indication  for  Type  I aeromedical  trans- 
portation is  that  the  transport  phase  from  the  point  of 
onset  of  the  illness  or  injury  to  the  hospital  is  less,  using 
an  airplane  than  the  ground  transportation  phase. 

A second  indication  for  Type  I use  is  the  accident 
scene  identification  of  patients  with  special  care  require- 
ments. Examples  would  be  patients  with  major  burn  or 
spinal  cord  injuries.  In  these  instances  it  would  be  better 
to  transport  the  patients,  if  stable,  to  the  specialized 
care  center  than  to  the  nearest  primary  care  facility. 

There  are  two  medical  contraindications  to  Type  I 
evacuations.  The  first  is  the  availability  of  a better  trans- 
port method  for  a particular  illness.  It  is  probably  bet- 
ter to  transport  a patient  with  a heart  attack  in  a mobile 
coronary  care  unit  which  is  fully  staffed  and  has  moni- 
toring and  treatment  capabilities.  However,  it  must  be 
appreciated  that  these  sophisticated  ground  vehicles  are 
not  widely  available.  Another  contraindication  to  Type  I 
evacuation  is  turbulent  weather.  It  has  been  well  docu- 
mented that  external  stress  phenomena  produce  increased 
cardiac  irritability  and  arrhythmia.  During  turbulent 
weather  it  may  be  safer  to  transport  the  cardiac  patient 
in  a ground  ambulance. 

In  addition  to  the  flight  crew,  there  are  some  per- 
sonnel requirements  which  are  necessary  to  provide  ade- 
quate care  for  acutely  ill  and  injured  patients  transported 
from  the  scene  of  illness  to  the  hospital.  Evaluations  of 
ambulance  effectiveness  have  demonstrated  that  not  only 
response  time  of  ambulance  service,  but  also  the  initial 
and  continued  treatment  en  route  is  important  in  reduc- 
ing the  morbidity  and  mortality  rate.3  Each  Type  I 
flight  team  should  include  an  emergency  medical  tech- 
nician who  has  advanced  EMT  training.  This  paramedic 
should  be  capable  of  controlling  major  hemorrhage,  in- 


tubating patients  with  cardio-respiratory  arrest,  perform- 
ing CPR,  and  under  a physician's  direction  via  radio 
communication  he  should  be  able  to  start  an  I-V  and 
administer  intravenous  medications. 

Many  existing  Type  I aeromedical  transportation  sys- 
tems in  the  United  States  have  utilized  registered  nurses 
and  physicians  as  members  of  the  medical  team.4  As  the 
advantages  and  disadvantages  of  including  physicians  and 
nurses  in  Type  I evacuation  teams  have  not  been  fully  as- 
certained, it  is  not  proper  to  make  them  required  medical 
team  members  at  this  time. 

Certain  equipment  must  be  available  to  the  medical 
team  in  order  to  be  able  to  provide  life-saving  initial 
resuscitation.  This  includes  a drug  box  containing  the 
medications  needed  for  treating  cardiac  arrest  and  shock 
— including  such  drugs  as  sodium  bicarbonate,  vaso- 
depressor agents,  cardiotonic  agents,  and  others.  Since 
some  of  the  patients  transported  may  suffer  from  myo- 
cardial infarction  and  arrhythmias,  both  monitoring  and 
defibrillating  equipment  should  be  available.  Other  com- 
monly required  equipment  includes  endotracheal  tubes, 
a laryngoscope,  pneumatic  splints,  blood  pressure  cuffs, 
and  bandages.  Both  5%  dextrose  in  water  and  Ringer’s 
lactate  should  be  available  to  start  I-V.  Plasma  and  other 
colloid  type  expanders  have  limited  use  in  this  initial 
phase  of  resuscitation,  and  they  are  not  necessary.  Good 
suction  equipment  is  extremely  important.  Either  a foot- 
or  electricity-powered  suction  equipment  could  be  used. 
Oro-tracheal  suction  is  frequently  necessary  following  ac- 
cidents, as  secretions  accumulate  in  the  upper  airways  re- 
ducing respiratory  exchange. 

In  preparing  patients  for  Type  I evacuation,  or  from 
the  accident  scene  to  the  initial  hospital,  an  adequate  air- 
way should  be  assured,  hemorrhage  should  be  stopped  by 
whatever  means  necessary,  and  fractures  temporarily 
splinted  and  the  patient  well  secured  to  a stretcher  before 
the  flight  is  undertaken.  An  initial  evaluation  should  be 
completed  again  prior  to  takeoff,  as  complications  are 
often  difficult  to  diagnose  or  treat  during  flight  because 
of  noise,  limited  space,  inadequate  light,  and  aircraft 
motion.  Rapid  transport  to  a medical  facility  of  severely 
injured  patients  by  trained  personnel  will  not  only  de- 
crease the  interval  from  time  of  injury  to  institution 
therapy,  but  will  also  reduce  the  morbidity  and  death 
rate  of  patients  with  multiple  trauma  or  major  illness. 

Type  II  Aeromedical  Transportation 

Type  II,  or  interhospital  transportation,  involves  the 
transport  of  critically  ill  patients  from  one  hospital  to 
another.  Primary  indication  for  this  type  of  evacuation 
is  the  need  for  specialized  care  not  available  at  the 
initial  hospital.  Examples  include  neonatal  centers  for 
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premature  babies,  spinal  cord  centers,  burn  centers,  and 
trauma  centers  for  the  patients  with  multiple  injuries. 
The  advantages  of  increased  use  of  specialized  care  units 
I are  a reduction  in  mortality  and  morbidity  rate  to  these 
I critically  ill  patients,  and  also  a reduction  in  the  medical 
costs  required  to  maintain  these  specialized  centers  be- 
cause of  increased  utilization. 

Since  evacuations  later  in  the  post  injury  period  are 
usually  over  longer  distances,  proper  assessment  of  the 
resources  available  support  requirements  of  the  patients, 
and  particularly  any  contraindications  to  the  evacuation 
should  be  made.  Many  factors  enter  into  this  considera- 
tion. First  of  all  is  the  space  available  in  the  airplane 
relative  to  the  types  of  support  equipment  that  the  pa- 
tient needs.  Patients  with  acute  respiratory  failure  may 
require  a volume  respirator,  such  as  Byrd’s,  rather  than 
a pressure  respirator  to  maintain  adequate  oxygenation. 
Space  in  the  plane  may  not  be  available  for  such  a piece 
of  equipment.  It  would  be  foolish  to  attempt  to  transport 
a patient  without  the  necessary  life  support  equipment. 
At  our  present  stage  of  mechanical  development,  respira- 
tory equipment  is  the  major  limiting  factor  as  far  as 
portable  support  equipment  is  concerned.  Monitoring  re- 
quirements are  involved  with  patients  with  cardiac  ar- 
rhythmias or  individual  patients  in  profound  shock  in 
whom  interarterial  monitoring  is  necessary.  Increased 
technology  in  monitoring  has  markedly  reduced  limita- 
tion of  cardiac  monitoring.  Miniature  self -power  moni- 
tors are  available. 

The  primary  concern  in  the  patient  being  transported 
over  long  periods  of  time  are  the  medical  contraindica- 
tions. Air  transportation  of  patients  with  pneumonia  or 
acute  congestive  heart  failure  is  extremely  hazardous 
because  of  alterations  in  atmospheric  pressures.  At  an 
altitude  of  30,000  feet,  the  cabin  is  pressurized  to  ap- 
proximately 5,300  feet  above  sea  level.  Lowered  atmo- 
spheric pressures  may  produce  significant  hypoxia  and 
its  sequellaes  in  patients  with  impaired  oxygenation,  in 
spite  of  nasally  administered  oxygen.  In  addition,  it  has 
been  found  that  preexisting  pneumonia  appears  to  rap- 
idly progress  in  this  group  of  patients  following  aero- 
medical  evacuation.  The  use  of  continuous  positive  pres- 
sure by  a tracheostomy  tube  may  be  helpful  to  patients 
with  hypoxia  if  portable  respiratory  equipment  is  avail- 
able. In  addition,  restricting  the  ceiling  altitude  of  the 
plane  may  minimize  the  effects  of  lower  atmospheric 
pressure. 

Cardiac  arrhythmias  should  be  controlled  prior  to 
attempting  an  evacuation  by  air.  Since  monitoring  of 
the  apical  heart  rate  and  blood  pressure  is  difficult  in 
flight  because  of  noise  and  vibration,  portable  self-con- 
tained cardiac  monitors  have  been  used  during  ground 


vehicular  transportation  and  may  be  of  value  during  air 
movement,  but  experience  with  their  use  is  lacking.  The 
usual  indices  of  cardiovascular  stability  which  can  be 
monitored  during  air  transport  include  a palpable  distal 
pulse,  respiratory  rate,  and  the  hourly  urine  output. 

Recent  gastrointestinal  bleeding,  especially  from  stress 
ulceration,  is  a relative  contraindication  to  Type  II  evacu- 
ations involving  long  distances.  Massive  bleeding  during 
flight  may  be  uncontrollable,  and  the  transport  of  large 
volumes  of  matched  blood  is  often  impractical,  because 
the  refrigeration  equipment  required  for  safe  blood  stor- 
age is  usually  not  available.  Should  bleeding  develop 
during  flight,  vigorous  therapy  should  be  undertaken, 
including  iced  saline  lavage  of  the  stomach. 

Uncontrolled  hyperthermia  is  another  contraindication 
to  aeromedical  evacuation.  If  the  fever  cannot  be  con- 
trolled adequately  by  anti -pyretic  agents,  the  air  trans- 
portation of  that  patient  should  be  delayed  until  the  cause 
of  fever  can  be  treated.  Present  day  hyperthermia  equip- 
ment is  too  bulky  to  permit  easy  transport  with  the  pa- 
tient during  his  air  evacuation. 

Proper  patient  preparation  for  air  evacuation  is  of 
prime  importance  to  insure  safe  transport  of  critically  ill 
individuals.  Multiple  parameters  should  be  carefully  as- 
sessed prior  to  the  evacuation.  Important  laboratory  in- 
dices include  a blood  glucose  to  identify  the  patient  with 
glucose  abnormalities  and  potential  hyperosmolar  coma; 
electrolytes  in  order  to  avoid  cardiac  arrhythmias  second- 
ary to  hypokalemia ; and  a hematocrit  to  assure  that  the 
patient  has  adequate  oxygen-carrying  capability  even  at 
potentially  reduced  atmospheric  pressure.  A chest  x-ray 
should  be  obtained  on  all  critically  ill  or  injured  patients 
prior  to  air  evacuation,  to  rule  out  a pneumothorax  which 
may  become  worse  during  transportation,  or  an  unsus- 
pected pulmonary  parenchymal  disease.  An  electrocardio- 
gram in  adult  patients  and  those  with  chest  injuries  wiil 
be  helpful  in  diagnosing  cardiac  irregularities. 

The  factors  of  patient  care  which  must  be  considered 
prior  to  an  evacuation  include  the  following. 

In  patients  with  ileus,  com.a  or  sepsis,  a nasogastric 
tube  should  be  inserted  prior  to  the  evacuation.  With 
decreases  in  atmospheric  pressure,  progressive  expansion 
of  the  intestinal  gases  may  result  in  an  emesis  and  even 
aspiration  of  the  intestinal  content.  In  addition,  during 
ascent  and  descent  of  the  plane,  a risk  of  emesis  is  in- 
curred by  the  patient  in  the  supine  position  with  marginal 
gastric  activity.  Intestinal  decompression  with  a naso- 
gastric tube  will  prevent  an  avoidable  catastrophe  in 
these  instances.  Large  volumes  of  fluid  by  mouth  imme- 
diately prior  to  air  transport  should  be  avoided,  as  nau- 
sea and  motion  sickness  are  common  in  ill  patients  or 
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may  develop  during  takeoff  and  ascent  through  turbulent 
altitudes. 

When  intravenous  fluid  administration  of  medications 
is  required  during  this  transportation  phase,  the  intra- 
venous catheter  should  be  well  secured  to  prevent  inad- 
vertent removal  during  transportation.  The  use  of  a skin 
suture  to  hold  even  percutaneous  I-V  in  place  is  advised. 
If  large  volumes  of  fluid  are  required,  a centrally  placed 
catheter  should  be  utilized,  as  the  height  of  the  intra- 
venous column  may  be  limited  by  cabin  space.  Air  pres- 
sure lock  is  more  common  at  lowered  atmospheric  pres- 
sure writh  sidearm  venting  fluid  administration  sets.  Ad- 
ditional venting,  using  a large-bore  needle,  may  be  re- 
quired when  these  sets  are  employed. 

The  use  of  a tracheostomy  prior  to  air  evacuation 
should  be  considered  in  patients  with  facial  and  neck 
trauma  if  airway  obstruction  is  likely  to  develop  during 
transport,  particularly  if  a physician  is  not  able  to  ac- 
company the  patient  during  the  flight.  While  endo- 
tracheal or  nasotracheal  tubes  have  reduced  the  need  for 
tracheostomy  in  the  controlled  medical  environment,  re- 
intubation during  flight  may  be  extremely  difficult  even 
in  the  most  skilled  hands,  because  of  limited  space  and 
preexistent  edema  from  trauma.  Performing  a tracheosto- 
my in  flight  is  an  extremely  formidable  procedure  un- 
der these  conditions.  A secure  tracheostomy  done  in  a 
controlled  hospital  environment  prior  to  flight  may  be 
life-saving  in  some  of  these  patients.  The  risk  of  ex- 
tubation  and  its  complication  should  be  considered  in 
each  patient. 

Maintenance  of  body  temperature  should  be  insured 
during  evacuations  in  spite  of  variations  in  environmental 
temperature.  Army  experience  has  shown  that  the  uni- 
versal protective  dressing  developed  by  the  National  Re- 
search Council  is  a particularly  effective  means  of  body 
temperature  control.  It  offers  additional  benefits  of  an 
excellent  absorptive  surface  for  patients  with  large  exu- 
dative wounds  such  as  burns,  intestinal  fistulas,  or  com- 
pound fractures.  The  water-repellent  outer  layer  pre- 
vents contamination  from  external  sources,  and  this 
dressing  is  available  in  a sterile  package.  The  dressing 
can  be  applied  and  held  in  place  with  roller  gauze,  and 
is  easily  applicable  to  a variety  of  trauma  patients.  Pa- 
tients without  external  wounds  may  be  covered  with 
hospital  blankets  in  appropriate  number  to  minimize 
heat  loss. 

The  army  field  stretcher  is  well  suited  to  air  evacua- 
tion, can  be  easily  stored  aboard  the  aircraft  when  not 
in  use,  and  can  be  secured  to  many  different  types  of 
aircraft  when  employed  in  an  air  evacuation.  The  pa- 
tient should  be  securely  fixed  to  the  transporting  stretch- 
er since  turbulent  weather  may  be  encountered  in  flight. 


Use  of  multiple  circumferential  straps  insures  patient 
stability  and  will  prevent  additional  injury  during  trans- 
port. 

As  these  patients  are  critically  ill  and  extremely  labile, 
a special  medical  team  is  required  for  interhospital  trans- 
port. As  a minimum,  a registered  nurse  who  is  well 
trained  in  intensive  care  unit  techniques  should  accom- 
pany this  patient.  This  nurse  should  not  only  be  able  to 
carry  out  life-saving  resuscitation,  but  must  also  be  capa- 
ble of  diagnosing  and  treating  unexpected  complica- 
tions. In  many  instances  it  may  be  not  only  advantageous 
but  necessary  for  a physician  to  accompany  this  critically 
ill  patient,  particularly  if  multiple  complications  already 
exist.  A respiratory  therapist  skilled  in  regulating  respi- 
rators may  be  an  additional  valuable  member  of  this  team 
if  the  patient  is  intubated  and  requires  continuous  pul- 
monary support. 

Since  this  transfer  is  in  effect  an  extension  of  intensive- 
care-unit  patient  care,  the  equipment  requirements  are 
much  more  extensive.  Many  large  steel  chests  may  be 
necessary  to  transport  all  the  equipment,  as  it  is  usually 
necessary  to  bring  special  equipment  to  the  referring  hos- 
pital. These  chests  should  be  particularly  rugged,  so  as 
to  tolerate  many  movements  from  the  airplane  to  the 
hospital  and  back  again.  The  equipment  requirements 
are  basically  what  one  stocks  in  the  average  intensive 
care  supply  area,  including  a minor  suture  set  to  control 
hemorrhage,  a tracheostomy  set,  a dressing  set,  a cut- 
down  set,  gloves,  and  dressings.  A Foley  catheter,  urom- 
eter, and  Toomey  syringes  should  be  available  to  treat 
bladder  distention  and  monitor  urine  output.  In  addi- 
tion to  the  usual  dextrose  in  water  and  electrolyte  solu- 
tion, a colloid  volume  expander  should  be  included. 

The  medication  kit  includes  not  only  medications  to 
meet  an  unexpected  cardiac  arrest,  but  also  the  other 
life-threatening  complications  that  critically  ill  patients 
develop.  Sterile  and  unsterile  treatment  supplies  are  re- 
quired, as  treatment  initiated  in  the  hospital  must  be  con- 
tinued especially  during  long  flights.  The  resuscitation 
kit  includes  multiple  sizes  of  tracheostomy  and  endo- 
tracheal tubes,  suction  catheters,  an  amber  bag,  and  a 
pressure  respirator. 

As  most  planes  are  not  equipped  to  control  humidity 
closely,  evaporative  water  losses  via  the  respiratory  tract 
in  skin  may  be  increased.  Additional  fluids  should  be 
included  to  offset  these  losses  during  long  flights,  and 
should  be  individualized  for  each  patient.  Monitoring 
the  hourly  urine  output  is  a useful  guide  to  adequate 
fluid  replacements  during  these  flights. 

Proper  positioning  of  the  accompanying  medical  per- 
sonnel is  extremely  important.  These  attendants  should 
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Progress  in  the  care  of  patients  who  have  sustained  in- 
juries to  the  head  and  neck  has  been  a medical  triumph 
of  this  past  century.  Trephination,  as  practiced  by  the 
prehistoric  stone  age  cultures,  was  continued  through 
the  years  of  Hippocrates  (460-357  B.C.),  Pare  (1510- 
1590),  and  Astley  Cooper  (1768-1841)  ,x  In  the  latter 
part  of  the  19th  century,  practice  depended  upon  the  ma- 
jor advances  in  anesthesia,  bacteriology  (antisepsis,  asep- 
sis), and  cerebral  localization  for  the  means  of  reversing 
an  otherwise  inexorable  demise. 

Hippocrates  knew  that  the  limbs  below  a spinal  dislo- 
cation became  paralyzed ; and  Ambroise  Pare,  a pivotal 
figure  in  the  history  of  surgery,  exposed  the  dura  and 
roots  during  his  military  service  for  the  King  of  France; 
Harvey  Cushing  operated  on  specific  categories  of  spinal 
injuries  during  World  War  I.  Most  of  those  patients 
could  not  expect  long-term  survival.  It  was  during  and 
since  World  War  II  that  further  understanding  of  the 
mechanism  of  injury  to  the  spine  and  its  coverings,  sur- 
gical fusion,  the  advent  of  complex  rehabilitative  prac- 
tices, and  the  availability  of  antibiotics  have  conduced 
to  nearly  normal  life  expectancy  for  such  patients. 

Fighting  men  learned  early  the  effectiveness  of  dis- 
abling an  adversary  with  a head  wound.  It  is  paradoxical 
that  the  most  significant  progress  in  managing  patients 
with  head  wounds  has  been  associated  with  the  wars  of 
this  century.  Whereas  soldiers  on  the  battlefields  of 
Antietam  and  Gettysburg  fatalistically  and  realistically 
expected  death  from  cerebral  gunshot  wounds,  those  who 
fought  at  Iwo  Jima  and  Hue  have  most  often  survived 
such  injury.  From  his  experiences  during  World  War 
I,  Cushing2  demonstrated  that  the  most  important  factor 
in  reducing  the  toll  of  military  craniospinal  trauma  was 
immediate,  definitive  hospital  care.  The  importance  of 
reducing  the  time  interval  between  the  occurrence  of 
head  and  neck  trauma  and  the  arrival  in  the  operating 
room  has  been  recognized  in  civilian  cerebral  gunshot 
wounds. 

About  145,000  people  die  every  year  in  the  United 
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States  as  a direct  result  of  trauma,  of  which  112,000  are 
accidental  or  unintentional;  21,000  are  from  suicide; 
and  12,000  result  from  homicide.  Motor  vehicle  deaths 
account  for  about  55,000  of  the  total  deaths,  and  70 


The  pathophysiological  mechanisms  of 
trauma  are  discussed,  and  prevention  of 
the  mishandling  of  the  patient  prior  to  his 
arrival  at  the  hospital  is  outlined. 


per  cent  of  highway  fatalities  result  in  injury  to  the 
brain.  Moreover,  injuries  to  the  head,  and  head  and  neck 
are  the  most  frequent  causes  of  death  from  falls.3 

Basic  Mechanisms 

In  order  to  maximize  the  likelihood  of  recovery  from 
an  injury  to  head  or  neck,  one  must  correlate  methods 
of  management  with  the  pathological  processes  which 
are  occurring  in  the  victim  as  a result  of  the  injury.  The 
events  set  in  motion  at  the  time  of  injury  to  brain  and 
spinal  cord  are  being  intensively  investigated  today  with 
the  prospect  that  major  new  techniques  of  early  manage- 
ment will  further  reduce  the  disability  from  these  in- 
juries. The  corollary  urgency  of  careful,  expeditious  pre- 
hospital management  becomes  clear  as  methods  are  intro- 
duced to  arrest  secondary  neural  injury  which  is  not  a 
direct  result  of  the  initial  trauma.  What  are  these  patho- 
physiological mechanisms  ? 

At  the  time  of  experimental  cerebral  concussion  in  a 
subhuman  primate  apnea,  areflexia,  and  asystole  occur.4 
Soon,  bradycardia  is  seen  on  the  electrocardiogram  which 
reflects  massive  vagal  discharge.  The  usual  course  of 
apnea  lasts  5-60  seconds.  After  30  seconds  cardiac  ir- 
regularities begin  to  appear  leading  eventually  to  ven- 
tricular fibrillation  and  arrest  if  apnea  persists.  Con- 
comitantly, central  venous  pressure  rises  with  the  per- 
sistence of  hypoxia  and  hypercapnia.  These  functions 
revert  toward  normal  with  the  first  inspiration,  unless 
the  epiphenomena  of  head  trauma  (hemorrhages,  dots, 
etc.)  develop  within  the  cranial  cavity.  This  early  intra- 
cranial pressure  rise  is  related  to  vascular  engorgement 
rather  than  cerebral  edema,  and  returns  to  normal  within 
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5-10  minutes.  If  further  complications  are  superimposed 
upon  the  simple  concussion,  in  the  form  of  a contusion 
leading  to  brain  swelling  or  hematoma  formation,  the 
volumetric  increase  in  one  of  the  intracranial  compart- 
ments leads  to  a secondary  rise  in  intracranial  pressure, 
followed  by  increasing  blood  pressure,  slowing  of  pulse, 
and  respiratory  irregularities.  With  continuing  increase 
in  intracranial  pressure,  respiration  becomes  depressed, 
further  acidosis  and  edema  eventually  lead  to  cerebral 
vasoparalysis  and  apnea.  These  observations  by  Ommaya4 
in  primates  have  been  documented  by  Langfitt,5  and 
others,  in  humans. 

With  increasing  intracranial  pressure,  pulmonary  func- 
tion becomes  more  and  more  compromised  by  complex 
mechanisms  which  include  decrease  in  pulmonary  com- 
pliance, ventilation-perfusion  inequality,  arteriovenous 
shunting,  and  eventually  pulmonary  edema.  Aspiration 
of  vomitus  compounds  the  problem  further.  These  com- 
plex factors  account  for  the  finding  that  at  the  time  of 
arrival  in  the  emergency  room,  about  one-half  the  pa- 
tients with  head  and  spinal  injury  are  hypoxemic  (POo 
below  80  mm  Hg)  ,6  Many  of  these  systemic  conse- 
quences of  injury  reflect  a massive  output  of  catechol- 
amines. 

Over  the  past  few  years,  there  has  been  a resurgence 
of  interest  in  the  monoamine  neurotransmitters  in  the 
pathophysiology  of  brain  and  spinal  cord  injury.7  This 
has  followed  the  observation  by  Osterholm  and  Mathews,8 
that  hemorrhagic  necrosis  of  the  spinal  cord  follows  in- 
jection of  norepinephrine  into  the  spinal  gray  matter  of 
cats,  and  that  after  a 500  gm/cm  force  injury  the  cord 
of  cats  has  an  increase  in  norepinephrine.8  Previously, 
Allen  in  1908,  had  reported  that  after  spinal  injury  there 
is  a hemorrhagic  necrosis  of  the  central  gray  matter. 
Cystic  and  vacuolar  changes  then  extend  into  the  white 
matter,  which  have  been  considered  secondary  to  ische- 
mia, vascular  stasis,  hypoxia,  and  edema.  When  brain  or 
spinal  neurons  become  ischemic  as  a consequence  of 
emboli,  thrombi,  or  vasospasm  that  can  follow  trauma 
or  hemorrhage,  these  neurons  can  then  "leak”  various 
intracellular  constituents  that  are  stored  in  high  con- 
centration. The  monoamine  neurotransmitters — for  ex- 
ample norepinephrine,  dopamine,  and  serotonin — may 
cause  further  ischemia,  and  then  damage  to  the  spinal 
cord  progresses.9 

There  are  some  variances  in  the  monoamine  found 
increased  at  the  site  of  spinal  cord  trauma.  For  example, 
Hedeman  et  al.10  at  the  University  of  Kansas,  have 
found  that  dopamine,  not  norepinephrine,  rises  at  the 
site  of  spinal  trauma  in  the  dog.  These  workers11  have 
furthermore  demonstrated  that  a high  degree  of  clinical 
protection  was  afforded  by  phenoxybenzamine,  an  alpha- 


adrenergic  receptor  blocker,  and  a lesser  degree  of  pro- 
tection from  haloperidol,  a dopaminergic  blocker  and 
low  molecular  weight  dextran.  Efforts  to  protect  the 
spinal  cord  from  this  early  secondary  progressive  white 
matter  ischemia,  extending  centrifugally  from  the  area  of 
central  gray  hemorrhagic  necrosis,  have  included  mid- 
line myelotomy,  rhizotomy,  hyperosmolar  dehydrating 
agents,  hypothermic  perfusion,  normothermic  perfusion, 
steroids,  antifibrinolytic  therapy,  hyperbaric  oxygen,  and 
anti-serotonin  therapy.7  None  of  these  techniques  has 
been  rewarding,  but  indicates  the  direction  therapy  will 
follow  in  the  immediate  future. 

The  interval  between  impact  and  arrival  in  the  emer- 
gency room  is  crucial.  In  a large  series  of  Edinburgh  fa- 
talities,12 25  per  cent  of  fatal  complications  could  be 
related  to  the  period  before  arrival  in  the  emergency 
room. 

In  any  series  of  head  injuries,  there  is  a coincidence  of 
cervical  fractures  and  dislocations  which  may  be  as  high 
as  10  per  cent.12  The  association  of  serious  neck  injuries 
with  head  trauma  reinforces  the  clinical  maxim  that  be- 
fore an  accident  victim  is  moved,  consideration  must  be 
given  to  possible  cervical  spine  injury.  Once  the  patient 
reaches  the  emergency  department,  an  x-ray  encom- 
passing the  entire  cervical  spine  in  lateral  projection 
must  be  obtained.  Inept  handling  and  careless  disregard 
for  these  procedures  have  rendered  quadriplegic,  with 
all  the  ramifications  of  that  condition,  some  patients  with 
unstable  cervical  spine  fractures  or  fracture  dislocations. 

With  this  background,  it  is  somewhat  surprising  that 
more  attention  has  not  focused  on  the  immediate  minutes 
after  impact.  In  many  communities,  poorly  trained  am- 
bulance attendants  or  firemen  risk  the  entire  future  of 
the  accident  victim.  Furthermore,  instrumentation  to  pro- 
tect the  patient  with  head  and  neck  injuries  has  lagged 
unnecessarily  behind  knowledge  that  a small  movement 
may  irreparably  injure  the  vulnerable  spinal  cord.  Fre- 
quently, inebriated  or  concussed  victims  are  "immo- 
bilized” with  sand  bags.  First,  the  patient  is  moved 
from  the  position  of  injury  to  a litter.  On  arrival  in  the 
emergency  department,  he  completes  his  second  transfer 
to  a hospital  stretcher  and,  subsequently,  is  moved  a 
third  time  to  an  x-ray  table.  The  patient  is  frequently 
left  unattended  as  the  nurse,  physician,  or  x-ray  tech- 
nician completes  some  other  task.  During  all  these  trans- 
fers, and  through  the  entire  period  of  time  from  impact 
through  transportation,  evaluation  and  x-ray,  before  de- 
finitive care  including  immobilization  with  tongs  is  in- 
troduced, the  patient  may  suddenly  become  paralyzed  if 
the  unstable  bone  fragments  directly  compress  the  spinal 
cord,  or  if  a small  movement  of  the  bone  should  sud- 
denly compromise  blood  supply  to  the  spinal  cord  or 
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brain  stem.13  While  there  are  no  satisfactory  means  of 
protecting  the  spinal  cord  from  the  early  biochemical 
effects  of  injury,  devices  are  available  which  prevent 
secondary  mechanical  or  vascular  disruption  of  the  spinal 
cord  by  its  surrounding  vertebral  encasement. 

Cervical  Stabilization-Traction  Board 

To  accomplish  safe  efficient  transport  of  the  patient 
with  an  injured  cervical  spine,  ambulance  companies  and 
emergency  rooms  in  Santa  Clara  County,  California  have 
used  a new  device.  It  allows  immediate  stabilization  in 
traction  of  the  patient  at  the  accident  site.  No  transfers 
' are  necessary  through  x-ray  determination  until  definitive 
care  is  begun  or  a fracture  has  been  excluded.  All  head 
injuries  are  regarded  as  potential  cervical  spine  injuries; 
the  cervical  stabilization-traction  board  (Figures  1 <S 
2 )14  is  therefore  used  in  most  cases  of  trauma. 

By  two  shoulder  straps  and  one  waist  strap,  the  pa- 
tient’s trunk  is  immobilized  on  the  board.  The  positions 
of  these  binding  straps  allow  ready  access  to  chest  and 
! abdomen  in  case  resuscitative  efforts  become  necessary; 
ventilation  is  unimpeded.  Two  movable  blocks  which  ro- 
tate on  three  axes  are  placed  along  the  patient’s  biparietal 
■ convexity  above  the  ears.  The  head  may  thus  be  immobil- 
I ized  in  the  position  it  is  found,  and  lateral  and  rotational 
movements  of  the  head  are  prevented.  A halter  sling  is 


Figure  1 


attached  over  clam  cleats  placed  over  the  back  of  the 
blocks  to  provide  some  traction  and  prevent  flexion  move- 
ments. Prompt  disengagement  of  the  patient  is  possible. 
Awake  patients  have  attested  to  the  comfort  of  the 
device. 

Community  Responsibility 

A community  depends  upon  its  physical  resources  to 
implement  care  and  insure  a satisfactory  outcome  after  a 
potentially  catastrophic  accident.  In  most  areas,  ground 
transportation  ambulances,  hopefully  of  sufficient  size  to 
allow  working  room,  will  remain  the  principal  means  of 
conveyance,  rather  than  helicopter  or  airplane.  Where 
distances  are  longer  in  rural  areas  or  congestion  disallows 
rapid  movement  of  the  victim  through  city  traffic,  air 
ambulance  will  be  necessary.  The  critical  importance  of 
helicopter  transportation  in  Korea  and  Vietnam  has  been 
stressed  in  reducing  morbidity  and  mortality.1’  15 

A community  depends  even  more  upon  the  expertise 
of  its  emergency  personnel  to  manage  high  risk  crises 
and  potentiate  recovery.  Physicians  must  understand  the 
basic  anatomical  and  pathophysiological  events  that  occur 
during  and  immediately  after  trauma.  Nurses,  firemen, 
and  ambulance  attendants  must  be  familiar  with  these 
mechanisms  and  be  trained  to  perform  rapidly,  carefully, 
and  skillfully  under  emergency  circumstances.  This  neces- 
sitates training  and  re-training  classes,  and  regular  prac- 
tice under  relaxed  nonemergency  conditions. 

Summary 

Through  the  centuries,  injuries  to  the  brain  and  spine 
have  been  almost  invariably  fatal.  Over  the  past  100 
years,  the  neurosurgery  of  trauma  has  advanced  to  the 


Figure  2 
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point  where  only  a few  die  from  these  injuries.  The  qual- 
ity of  survival  now  becomes  of  greater  importance  than 
the  presence  of  life. 

We  stand  on  the  threshold  of  advances  which  may 
transform  the  ultimate  consequences  of  these  injuries 
by  protecting  the  sensitive  central  nervous  system  tissue 
from  the  secondary  effects  of  injury.  These  considerations 
signal  the  importance  of  pre-hospital  management:  care- 
ful handling,  expeditious  safe  transportation  in  a cervi- 
cal stabilization-traction  board,  and  immediate  definitive 
therapy. 

Ambroise  Pare  was  wont  to  say,  "I  dressed  him  and 
God  cured  him.”  The  latter  remains  true,  but  our  present 
resources  permit  some  influencing  of  the  issue. 
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Civilian  Aeromedical  Transportation 

( Continued,  from  page  348 ) 

be  closely  positioned  to  insure  continuous  observation  of 
critically  ill  patients.  The  emergency  resuscitative  equip- 
ment should  be  in  a position  near  the  patient  and  be 
ready  for  use,  should  any  medical  catastrophe  develop. 

Summary 

With  proper  planning,  careful  selection  and  suitable 
preparation  of  the  patient,  critically  ill  and  injured  indi- 
viduals can  be  safely  transported  by  air  both  from  the 
initial  site  of  the  injury  to  the  primary  treatment  fa- 
cility, and  later  to  a medical  center  with  specialized  capa- 
bilities for  treating  major  trauma  or  complicated  medical 
illnesses.  Increasing  use  of  aeromedical  transportation 
will  improve  the  delivery  of  coordinated  medical  care 
to  critically  ill  and  injured  patients,  and  permit  maximum 
utilization  of  specialized  medical  units. 
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Medical  Aspects  of  Trauma 


Trauma  and  the  Internist 

' SIMON  SEVITT,  M.D.,  Birmingham,  England 


Trauma  has  for  generations  been  regarded  as  the  pre- 
rogative of  surgeons,  and  surgeons  must  continue  to  have 
a major  role  in  the  treatment  of  traumatic  conditions; 
but  times  are  changing,  and  the  field  of  trauma  has  be- 
come too  large  and  too  complex  to  be  left  to  surgeons 
alone — the  skill  and  mode  of  approach  of  various  spe- 
cialists are  now  required.  Most  surgeons  will  agree  that 
effective  teamwork  is  necessary  for  the  proper  under- 
standing and  care  of  seriously  injured  patients.  Physicians 
; have  much  to  offer  from  their  experience  gained  in 
other  fields  of  medicine.  The  title  "physician”  is  used 
here  in  the  British  sense,  corresponding  with  the  title 
i "internist”  in  North  America. 

Magnitude  of  the  Problem 

In  advanced  countries  like  Britain  and  the  United 
States,  violence  has  become  a major  cause  of  death.  In 
Britain,  it  is  the  fifth  most  common  cause  after  ischemic 
heart  disease,  malignancy,  cerebrovascular,  and  respiratory 
diseases.  In  the  USA  it  is  the  fourth  most  common  cause. 
In  Britain,  the  annual  number  of  deaths  due  to  traumatic 
injury  is  about  14,000,  and  in  addition  there  are  about 
700  deaths  from  burns  and  scalds.  Some  7,000  to  8,000, 
are  the  result  of  road  traffic  accidents,  which  alone  are 
now  the  leading  single  cause  of  death  in  males  of  up  to 
40  years  of  age.  This  compares  with  some  53,000  high- 
way deaths  per  year  in  this  country,  with  eight  times  the 
vehicles  and  four  times  the  population  of  Britain.  In 
West  Germany,  which  has  a similar  population  and 
number  of  vehicles  as  Britain,  there  are  17,000  traffic 
deaths  a year.  Industrial  accidents  of  course  are  also 
: important. 

Fatality,  however,  is  only  part  of  the  story.  British 
official  estimates  have  shown  that  the  number  of  hospital 
inpatients  treated  for  injury  exceeds  500,000  per  year. 
Accident  cases  account  for  at  least  10  per  cent  of  the 
total  patients  admitted  to  hospitals.  New  outpatient  at- 
tendance in  accident  and  emergency  departments  of  hos- 
pitals number  over  8 million  per  year,  of  which  some 
60  per  cent,  or  nearly  5 million,  are  injured  persons. 

Pathology  Department,  Accident  Hospital  and  Rehabilitation 
Center,  Birmingham,  England. 
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Thus,  in  Britain,  millions  of  people  are  sufficiently 
injured  to  attend  hospital,  more  than  one -half  million 
become  inpatients,  and  more  than  14,000  die  each  year. 


Pre-existing  medical  diseases  and  com- 
plications following  trauma  are  discussed. 
The  role  of  the  internist  in  the  modern 
care  of  the  traumatic  patient  is  outlined. 


Of  course,  many  deaths,  especially  road  deaths,  occur  at 
the  scene  of  the  accident  or  soon  after,  so  that  many 
never  reach  the  hospital  alive. 

Medicine  in  Trauma 

The  medical  aspects  of  injury  may  be  divided  into 
two  main,  though  overlapping,  parts:  (1)  Systemic  or 
general  body  reactions  to  injury;  and  (2)  Complications 
of  injury. 

The  systemic  reactions  have  great  physiological  con- 
tent, and  their  study  has  widened  knowledge  related  to 
homeostasis  and  various  interrelated  body  mechanisms. 

Systemic  Reactions  to  Injury 

All  severe  injuries  are  followed  by  a series  of  complex 
and  often  interacting  changes  which  affect  tissues  and 
organs  remote  from  the  site  of  insult.  The  reactions 
involve  the  nervous  system  and  endocrine  activity;  they 
promote  various  metabolic  changes,  alter  cardiovascular 
mechanisms,  and  induce  effects  on  renal  function,  leuko- 
cytes, the  coagulation  and  fibrinolytic  mechanisms,  and 
probably  all  body  systems.  Many  are  part  of  an  in- 
tegrated series,  though  sometimes  the  various  causes  and 
effects  are  difficult  to  unravel  since  one  body  system  may 
be  affected  by  or  produce  changes  in  the  others.  Thus, 
the  acute  reduction  in  blood  volume  following  hemor- 
rhage and  severe  injury  is  responsible  for  much  of  the 
circulatory  disturbance,  known  as  shock,  and  for  post- 
traumatic  anemia,  but  it  is  also  a sustaining  cause  of 
excessive  adrenocortical  activity  responsible  for  sodium 
retention. 

Many  effects  of  injury  are  obviously  harmful,  such  as 
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severe  hemorrhage,  but  many  others,  like  hemodilution 
after  hemorrhage,  may  be  teleologically  considered  as  de- 
fense mechanisms.  However,  their  benefit  is  limited,  and 
beyond  a certain  point  some  give  rise  to  pathological  dis- 
order. Man,  however,  may  be  able  to  improve  on  nature’s 
limitations  by  prophylactic  methods  of  increasing  the  re- 
sistance of  the  body  to  injury.  This  is  a long-term  chal- 
lenge, though  there  are  hints  in  the  experimental  litera- 
ture which  indicate  that  the  proposition  is  not  out- 
rageous. 

The  division  of  posttraumatic  effects  into  physiological 
responses,  which  should  not  require  active  intervention, 
and  pathological  sequelae,  which  need  to  be  prevented 
or  treated,  can  be  useful  for  clinical  purposes.  Yet  the 
division  is  not  always  easy  and  there  is  a borderland  zone 
between  physiology  and  pathology.1,  2 

Borderland  phenomena  include: 

1.  Physiological  effects;  that  is,  harmless  or  bene- 
ficial changes  which  become  pathological  with  prolonged 
or  excessive  action. 

2.  Certain  reversible  pathological  changes  which  may 
become  irreversible. 

Examples  include  the  following  phenomena: 

Renal  vasoconstriction  which  may  culminate  in  necro- 
sis of  tubules; 

The  onset  of  hypoxia  of  the  central  nervous  system 
may  be  a transitory  period  of  hyperexcitability  and  ac- 
tivity culminating  in  depressed  activity; 

A relatively  harmless  phase  of  pulmonary  fat  em- 
bolism may  be  followed  by  systemic  fat  embolism  with 
its  danger  of  serious  cerebral  effects. 

The  transformation  to  overt  pathological  or  to  ir- 
reversible effect  often  obeys  the  dialectical  law  of  change 
from  quantity  to  quality.  Thus,  serious  or  even  fatal  dis- 
order may  occur  when  the  duration  or  the  degree  of 
effect  exceeds  a biological  limit.  Oxygen  debt  due  to  the 
reduction  in  the  carriage  of  arterial  oxygen  from  trau- 
matic shock  is  a relevant  example. 

The  questions  of  physiological  and  pathological  reac- 
tions to  trauma  and  the  various  borderland  and  ill-under- 
stood phenomena  are  discussed  more  fully  elsewhere.2 
Further  discussion  here  is  limited  to  some  aspects  of  two 
phenomena:  subendocardial  hemorrhage  and  the  perplex- 
ing problem  of  posttraumatic  hyponatremia. 

Sub-endocardial  hemorrhage.  This  is  a common  finding 
in  injured  patients  who  reach  necropsy,  though  its  mecha- 
nisms and  significance  give  rise  to  debate. 

Streaky,  often  confluent  hemorrhages  are  found  under 
the  endocardium  of  the  left  ventricle  only,  most  com- 
monly over  the  interventricular  septum,  though  some- 
times also  over  papillary  muscles  and  elsewhere  (Figure 
1 ).  Subendocardial  hemorrhages  were  found  in  about 


Figure  1.  Sub-endocardial  hemorrhagic  "shock  lesion’’  in 
a patient  who  died  6 hours  after  a head  injury. 


70  per  cent  of  those  who  died  within  12  hours  of  a road 
accident.3  Similar  lesions  can  be  produced  in  animals 
bled  to  severe  hypotension,  and  are  also  found  in  some 
burned  cases.  They  are  also  seen  in  non-traumatic  cases, 
especially  in  obstetric  shock  in  those  with  acute  intra- 
cranial lesions. 

Certain  facts  suggest  that  the  lesion  occurs  shortly  be- 
fore death  rather  than  soon  after  trauma;  the  lesions  are 
always  fresh  and  there  is  never  evidence  of  red  cell  ! 
breakdown.  This  suggests  an  agonal  origin,  without  spe- 
cial significance  to  the  cause  of  death.  On  the  other  hand, 
the  location  of  the  hemorrhages  around  the  high-pressure 
outflow  tract  of  the  heart,  and  their  relationship  to  the 
distribution  of  Purkinje’s  fibers,  points  to  the  possibility 
of  significant  cardiac  dysfunction.  The  causal  factors 
suggested  for  the  phenomenon  include  sudden  restarting 
of  contraction  after  transient  arrest,  mechanical  damage 
of  the  sub-endocardium  from  vigorous  contraction  of  an  i 
incompletely  filled  ventricle,  anoxia  of  sub-endocardial  I 
capillaries,  and  sympathetic  overactivity. 

Further  work,  both  experimental  and  clinico-patho-  | 
logical,  is  needed  to  clarify  the  role  and  pathogenesis  of  > 
this  lesion.  The  contribution  of  cardiologists  could  be  of 
value. 

Hyponatremia.  It  has  been  known  for  years  that  the  I 
plasma  levels  of  sodium  and  chloride  fall  after  injury  and  ' 
burning,  and  this  is  associated  with  urinary  retention  of  ; 
these  ions  and  increased  excretion  of  potassium.  Usually,  | 
the  changes  return  to  normal  in  a few  days,  but  some-  [ 
times  they  persist  and  recur.  Hyponatremia  in  the  face  of 
sodium  retention  is  a paradox.  Total  body  sodium  is 
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unaltered  so  that  sodium  is  re-distributed  between  the 
cellular  and  extracellular  water.  Cellular  sodium  must 
rise  as  sodium  levels  in  the  plasma  and  interstitial  fluid 
fall ; and  water  must  move  into  cells  unless  potassium  is 
lost  in  equivalent  amounts.  The  hyponatremia  is  not  ac- 
companied by  a parallel  fall  in  plasma  osmolality,  which 
indicates  that  organic  solutes  have  leaked  from  the  cells 
into  the  extracellular  fluid. 

In  most  cases  the  disturbance  is  subclinical,  but  Hinton 
and  her  colleagues4-  5 correlated  hyponatremia  and  salt 
retention  in  burned  patients  with  the  catabolic  response, 
the  diminished  glucose  tolerance,  relative  resistance  to 
insulin,  and  blood  volume.  They  postulated  that  the 
cellular  uptake  of  sodium  and  water  was  related  to  dis- 
ordered cellular  processes  involving  glucose-insulin  me- 
tabolism, and  that  this  caused  or  induced  hyponatremia, 
oligemia,  and  sodium  retention.  Carrying  their  postulate 
into  practice,  they  administered  repeated  injections  of 
glucose,  insulin  and  potassium,  and  stopped  sodium 
therapy.  This  resulted  in  an  increased  excretion  of  so- 
dium and  water,  a rise  in  the  plasma  sodium  level,  a 
reduction  in  excretion  of  nitrogen,  and  elevation  of  a 
reduced  blood  volume,  often  associated  with  clinical  im- 
provement. The  implications  go  beyond  the  field  of 
burns  and  even  trauma,  and  may  have  lessons  for  many 
groups  of  acutely  ill  patients,  including  those  with 
myocardial  infarction. 

Complications  of  Injury 

It  is  the  complications  of  injury  which  account  for  the 
great  majority  of  deaths  and  most  of  the  illness  of  trau- 
ma. In  this  sense  they  are  more  significant  than  the  in- 
juries themselves.  Recognition  has  been  slow  that  death 
after  injury  is  usually  attributable  to  complications,  and 
the  point  needs  to  be  emphasized.  The  general  rule  is 
important,  since  processes  which  occur  after  the  accident 
may  be  preventable  or  treatable,  though  time  is  required 
even  for  first  aid  measures.  Time  is  unlikely  to  be  avail- 
able when  the  lethal  effect,  such  as  massive  hemor- 
rhage— though  theoretically  amenable  to  therapy — is  of 
rapid  onset.  Fortunately,  certain  complications  of  slower 
or  later  onset  are  preventable  or  treatable,  and  some  of 
these  are  worthy  of  mention,  especially  certain  systemic 
ones  which  may  be  of  interest  to  physicians. 

Systemic  complications  are  numerous  and  varied.  Some, 
like  oligemic  shock  from  hemorrhage,  cerebral  fat  em- 
bolism, and  acute  renal  failure  are  specific  types.  Non- 
specific complications  include  respiratory  infection,  sep- 
ticemia, acute  pyelonephritis,  pulmonary  thromboem- 
bolism, and  dehydration.  In  road  accident  cases,  the  most 
frequent  complications  responsible  for  death  are  ten- 
torial herniation  after  head  injury  (related  to  cerebral 


compression) , severe  hemorrhage,  and  respiratory  in- 
fection. These  formed  a lethal  triad  and  each  con- 
tributed to  or  caused  20  to  25  per  cent  of  the  deaths 
of  those  injuries  admitted  to  hospital,  as  established 
in  an  analysis  of  road  traffic  fatalities  in  Birmingham.3 
Hemorrhage  is  still  a leading  complication  and  re- 
quires facilities  for  urgent,  rapid,  and  safe  blood  trans- 
fusion to  prevent  many  deaths.  Nevertheless,  many  road 
accident  cases  bleed  to  death  from  massive  injuries  such 
as  ruptures  of  the  heart,  lung,  liver,  and  aorta  before 
arrival  at  a hospital  or  very  soon  thereafter.  After  the 
lethal  triad  comes  pulmonary  embolism,  pulmonary 
edema,  pneumothorax,  cerebral  fat  embolism  and  in- 
halation of  vomitus,  followed  by  septicemia,  acute  renal 
failure,  pneumococcal  meningitis,  air  embolism,  and  a 
variety  of  other  complications.  The  similarity  of  many 
of  these  to  those  met  with  in  uninjured  patients  is  read- 
ily noted. 

The  majority  of  domestic  accidents  occur  in  elderly 
females,  and  their  most  frequent  complications  are  re- 
lated to  their  age  group,  the  liability  of  the  elderly  at 
bed  rest  to  bronchopneumonia  and  pulmonary  embolism. 

Among  the  complications  of  intrinsic  medical  interest, 
that  of  pulmonary  thromboembolism,  deserves  further 
mention. 

Venous  T hromboembolism 

Pulmonary  embolism  has  become  recognized  as  a com- 
mon cause  of  illness  and  death  in  a variety  of  medical 
conditions,  as  well  as  after  operation,  injury,  and  child- 
birth. Thus,  embolism  and  its  underlying  venous  throm- 
bosis cut  across  major  fields  of  medicine,  surgery,  and 
obstetrics.  Fatal  emboli  are  often  long  tubular  thrombi 
blocking  the  main  pulmonary  artery  (Figure  2).  There 
is  no  essential  difference  between  the  condition  after  in- 
jury and  other  states,  and  it  is  doubtful  whether  injury 
per  se  predisposes  to  thromboembolism.  The  association 
is  indirect,  related  to  conditions  promoting  venous 
stasis  in  the  lower  limbs.  Death  from  embolism  is  some- 
times quick,  occurring  within  seconds,  minutes,  or  hours 
of  sudden  collapse;  but  a variety  of  other  syndromes  oc- 
cur, including  gradual  clinical  deterioration,  especially  in 
the  elderly,  the  acute  onset  of  cor  pulmonale  with  con- 
gestive cardiac  failure,  unexpected  episodes  of  hypoten- 
sion which  might  result  in  renal  failure,  acute  chest  pain 
and  pneumonia-like  attacks.  The  embolism  need  not  be 
fatal;  it  may  resolve  spontaneously  or  lead  to  pulmonary 
hypertension  and  heart  failure  at  a later  date. 

Unfortunately,  most  cases  of  embolism  and  throm- 
bosis go  unrecognized  and,  hence,  are  untreated.  Though 
clinical  thrombosis  is  not  uncommon  in  patients  with  a 
fracture  or  other  injury  to  the  leg,  and  is  more  frequent 
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Figure  2.  Major  bifurcation  pulmonary  thromboembo- 
lism. Part  of  the  thrombus  lies  in  the  right  ventricle,  an 
unusual  feature. 


in  elderly  patients  with  a fractured  neck  of  femur,  a 
variety  of  studies — clinicopathological,  phlebographic, 
and  radioactive  limb  scanning  tests — have  established  that 
thrombosis  after  injury  is  symptom-free  in  the  majority  of 
cases  (2  out  of  3)  and  in  most  of  the  limbs  (3  out  of  4) 
even  to  the  most  watchful  clinician.  Thus,  those  with 
limb  symptoms,  like  pain  or  swelling,  are  like  the  visible 
part  of  the  iceberg.  Deep  vein  thrombosis  is  silent  in 
most  patients  with  thrombi. 

Thrombosis  and  embolism  may  occur  in  patients  with 
limb  fractures,  head  injury,  chest  injury,  burns,  and 
other  types  of  trauma.  The  frequencies  vary  in  the  dif- 
ferent groups,  but  the  differences  depend  mainly  on  the 
duration  of  bed  rest  or  other  immobility  and  increasing 
age,  rather  than  the  nature  of  the  injury.  The  data  sup- 
port the  old  contention  that  factors  promoting  venous 
stasis  in  the  lower  limbs  are  the  major  predisposing 
causes.  Much,  however,  remains  to  be  discovered  about 
the  initiating  mechanisms.6 

Silent  thrombosis  explains  the  high  frequency  of  un- 
heralded embolism,  that  is,  embolism  not  preceded  by 


limb  signs  of  thrombosis.  At  least  half  the  clinical  cases 
of  embolism  are  associated  with  silent  thrombosis.  Fur- 
ther, the  majority  of  cases  of  even  fatal  embolism,  some 
say  as  many  as  80  or  90  per  cent,  are  never  diagnosed. 
A large  proportion  are  probably  not  diagnosable  on 
specific  clinical  grounds,  though  pulmonary  angiogra- 
phy and  radioisotope  lung  scanning  have  proven  to  be 
useful  tools.  These  facts  have  a considerable  bearing  on 
the  question  of  treatment  vis-a-vis  prophylaxis.  Even  if 
every  case  of  potentially  diagnosable  thrombosis  or  em- 
bolism was  effectively  treated  by  anticoagulants  or  lytic 
therapy,  the  majority  of  cases  would  remain  undiagnosed 
and,  hence,  untreated.  Consequently,  the  policy  to  diag- 
nose first  and  then  treat,  must  leave  aside  the  majority 
of  cases.  The  superiority  of  prophylaxis  over  treatment 
depends  on  these  considerations. 

About  15  years  ago,7  a controlled  clinocopathological 
trial  of  oral  anticoagulant  prophylaxis  was  carried  out 
among  elderly  patients  with  fractures  of  the  hip.  We 
established  that  oral  anticoagulant  prophylaxis  did  pre- 
vent thrombosis  and  embolism ; that  it  was  safe,  effec- 
tive and  practical,  provided  that  therapy  was  carefully 
controlled  by  appropriate  laboratory  tests,  and  that  those 
with  particular  contraindications  were  excluded.  This 
trial  laid  the  basis  of  the  present  prophylactic  program 
at  the  Birmingham  Accident  Hospital,  against  the  de- 
velopment of  venous  thromboembolism.  Oral  antico- 
agulants are  the  sheet-anchor  of  this  regime. 

The  policy  is  primarily  directed  to  high-risk  cases, 
that  is,  patients  over  40  years  of  age,  who  are  admitted 
and  likely  to  be  at  bed  rest  for  more  than  three  days  with 
certain  injuries,  especially  fractures  of  the  lower  limbs. 
Therapy  is  begun  on  the  day  of  admission  if  possible, 
and  is  continued  under  laboratory  control  until  the  pa- 
tient achieves  reasonable  independent  mobility.  This  pro- 
gram has  been  in  operation  for  over  14  years  in  our 
hospital.  It  has  reduced  the  frequency  of  fatal  embolism 
by  80  to  90  per  cent,  and  between  20  and  30  lives  are 
thereby  saved  every  year.  Consequently,  a significant 
advance  in  the  care  of  the  injured  has  been  the  intro- 
duction of  a medical  prophylaxis  against  thromboem- 
bolism. 

Physician’s  Hole  in  Trauma 

As  a pathologist,  it  would  be  presumptuous  for  me 
to  detail  the  when  and  how  of  a physician’s  role;  and 
I ask  your  indulgence  in  my  attempt  to  delineate  his 
potential  in  the  realm  of  trauma.  In  doing  so,  I will 
first  outline  the  aspects  to  which  his  contribution  would 
seem  particularly  relevant. 

Broadly  speaking,  the  potential  role  of  the  physician 
in  the  care  of  the  injured  is  based  on  four  tenets: 
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1.  The  medical  problems  and  complications  which 
arise  during  the  course  of  the  posttraumatic  illness  and 
in  convalescence ; 

2.  The  preexisting  medical  condition  of  the  injured 
patient,  especially  the  presence  of  diabetes  mellitus,  vari- 
ous anemias,  hypertension,  coronary  disease,  stroke, 
chronic  bronchitis  and  emphysema,  and  malignancy; 

3.  The  growing  problem  of  iatrogenic  illness; 

4.  Advances  in  the  understanding  of  certain  post- 
traumatic  events  and  their  therapy. 

For  convenience,  the  medical  problems  may  be  di- 
vided into  those  affecting  different  systems  and  functions 
of  the  body,  that  is  the  cardiovascular  system,  respira- 
tory tract,  nervous  system,  and  so  on. 

The  list  given  in  Table  I is  not  exhaustive;  a few  have 
already  been  considered,  and  brief  comments  on  several 
others  are  not  out  of  place. 

Traumatic  Shock  and  Heart  Failure 

Shock  after  injury  is  largely  oligemic  in  origin,  but 
sometimes  the  question  of  central  cardiac  failure  arises 
and  this  may  have  an  important  influence  in  management. 
A mixed  picture  of  oligemic  shock  and  central  failure 
may  be  difficult  to  unravel.  It  poses  problems  in  accu- 
rate diagnosis,  and  for  infusion  therapy  vis-a-vis  over- 
loading the  circulation;  and  questions  arise  concerning 
possible  benefits  of  digitalis,  anti -adrenergic  vasodilating 
drugs,  and  other  medical  therapy.  Cardiologists  would 
have  much  to  contribute  in  this  field. 

Arterial  Thrombosis 

This  is  an  unusual  phenomenon  in  the  absence  of  di- 
rect arterial  injury.  However,  unequivocal  posttraumatic 
cases  involving  large  or  important  arteries  have  been 
reported,  including  cases  of  coronary  artery  thrombosis 
with  or  without  frank  myocardial  infarction.8  Some  of 
the  patients  were  children  or  young  adults  with  minimal 
atheromatous  disease,  so  that  causes  other  than  arterial 
disease  were  operative,  probably  posttraumatic  coagula- 
tive  events.  Therefore,  when  fresh  coronary  thrombosis 
is  found  at  necropsy  in  an  injured  adult  even  with  ather- 
omatous disease,  the  possibility  that  it  was  precipitated 
by  events  set  in  motion  by  the  accident  must  be  serious- 
ly considered.  Arterial  thrombosis  in  such  cases  might 
be  regarded  as  one  kind  of  breakdown  in  the  homeo- 
static balance  between  posttraumatic  hypercoagulability, 
thrombosis,  and  fibrinolysis.  Such  cases  require  more 
frequent  diagnosis  antemortem,  and  intensive  study. 

Respiratory  Problems 

Their  frequency  in  injured  patients  has  become  recog- 
nized through  the  advent  of  techniques  of  measuring 


the  POo  of  the  arterial  blood  readily  and  repeatedly. 
Hypoxia  is  not  infrequent,  though  it  is  often  subclin- 
ical.  This  is  very  common  in  patients  with  fractures, 
probably  resulting  from  pulmonary  fat  embolism.  Prob- 
lems arise  concerning  oxygen  uptake,  disturbance  of 
lung  ventilation,  and  perfusion  even  in  many  without 
injury  to  the  chest.  The  physician  with  respiratory  in- 
terests could  contribute  considerably.  The  major  respi- 
ratory challenge  is,  however,  bronchopneumonia.  Some- 
times this  may  still  be  regarded  as  the  old  man’s  friend 
or  the  humane  way  out  for  the  quadriplegic,  but  it  still 
carries  off  too  many  other  injured  and  burned  patients. 
There  is  also  the  problem  of  pulmonary  hyaline  mem- 
brane disease  and  proliferative  pneumonitis  in  patients  on 
mechanical  respirators  given  high  concentrations  of  oxy- 
gen. This  condition  carries  a bad  prognosis,  and  oxygen 
toxicity  is  the  most  likely  cause. 

Paraplegia 

A revolution  has  occurred  in  the  prognosis  of  those 


TABLE  I 

MEDICAL  PROBLEMS  AND  COMPLICATIONS 
OF  INJETRY 

Cardiovascular 

Central  cardiac  failure  in  traumatic  shock 
Arrhythmias  and  cardiac  arrest 
Venous  thrombembolism 
Arterial  thrombosis. 

Respiratory 

Pulmonary  dysfunction  and  hypoxia 
Pulmonary  fat  embolism 
Bronchopneumonia 

Oxygen  toxicity  and  hyaline-membrane  disease. 
Nervous 

Peripheral  nerve  regeneration 

Paraplegia  and  quadriplegia 

Cerebral  injury 

Care  of  the  comatose  patient 

"Lame-brains’' 

Cerebral  fat  embolism. 

Renal 

Pyelonephritis 
Acute  renal  failure. 

Endocrine  and  Metabolic 
Diabetes  mellitus 
Pseudo-diabetes  of  burns 
Diabetes  insipidus. 

Electrolytes 

Hyponatremia  and  the  "sick-cell”  syndrome 
Hypernatremia. 

Alimentary 

Acute  duodenal  ulceration 
Paralytic  ileus. 
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with  traumatic  paraplegia  through  improvements  in  their 
medical  management.  This  stems  back  to  the  pioneering 
work  of  Guttman  and  his  colleagues  at  Stoke-Mandeville, 
during  World  War  II.  The  spectacular  change  was 
achieved  largely  by  scrupulous  attention  to  the  bladder, 
pressure  points,  and  physiotherapy.  Nowadays,  many  of 
these  patients  return  from  the  spinal  units  to  a fruitful 
life  within  the  limits  of  their  disability. 

Cerebral  Trauma 

In  Britain,  this  is  the  most  common  cause  of  death 
after  injury.  Advancement  of  knowledge  is  important 
not  only  because  of  the  possibility  of  decreasing  fatality 
and  morbidity,  but  also  because  there  is  great  opportu- 
nity to  investigate  the  effects  of  injury  on  brain  function, 
to  correlate  the  functional  results  with  neuro-anatomical 
findings,  and  to  increase  knowledge  about  normal  and 
abnormal  cerebral  mechanisms.  The  subject  attracted  the 
attention  of  distinguished  neurologists  like  Sir  Gordon 
Holmes,  during  World  War  I,  and  Ritchie  Russell,  dur- 
ing World  War  II,  with  important  light  being  shed  on 
normal  and  abnormal  cerebellar  function,  amnesia,  epi- 
lepsy, and  other  physiological  and  clinical  problems. 
Unfortunately,  interest  by  neurologists  seems  to  have 
lessened,  though  some  work  has  contributed  to  research 
on  memory  and  learning,  and  even  to  ideas  about  thought 
and  memory  at  the  cellular  and  molecular  level.  At  a 
more  practical  level,  physicians  have  an  important  part 
to  play  in  the  care  of  the  comatose  patient,  whether  it 
is  from  head  injury,  fat  embolism,  or  natural  disease. 
Prolonged  unconsciousness  is  becoming  less  uncommon, 
and  such  cases  are  a particular  challenge  to  doctors  and 
nurses  alike  with  their  problems  of  feeding,  hydration, 
and  prevention  of  infection  inter  alia. 

Head  injury  has  produced  a growing  number  of  cases 
of  the  so-called  "lame-brains”  syndrome,  those  surviving 
the  trauma  with  serious  neurological  deficits  or  psychi- 
atric sequelae.  It  has  been  estimated  that  about  1,000 
of  these  cases  occur  in  Britain  every  year,  mostly  as  a 
result  of  road  accidents.9  Their  care  and  prognosis  are 
largely  medical,  with  new  problems  of  rehabilitation. 
Unfortunately,  a large  proportion  will  never  return  to 
useful  work  but  will  require  care  and  supervision  for 
many  years;  the  prognosis  in  others  is  much  better. 
Specialized  medical  units  to  meet  this  growing  problem 
are  required  in  association  with  special  types  of  rehabili- 
tation workshops.  At  present,  many  of  these  patients  are 
discharged  to  mental  hospitals  which  are  not  geared 
for  their  care  and  where  they  commonly  die  within  weeks 
of  their  arrival.  The  opportunity  must  also  be  taken  to 
study  these  cases  neurologically  and  pathologically,  since 
this  might  contribute  to  a better  understanding  of  the 


order  and  disorder  of  the  brain,  including  problems  of 
dementia  and  epilepsy. 

Other  problems  which  require  attention  by  physicians 
include  posttraumatic  diabetes  insipidus,  pseudo-diabetes 
mellitus  in  burn  patients,  hypernatremia  after  head  in- 
jury, a stress  ulcer  of  the  duodenum  not  uncommon 
after  extensive  burning,  and  a number  of  aspects  con- 
cerned with  fat  embolism. 

Pre-Existing  Disease 

Many  injured  and  burned  patients,  especially  the 
middle-aged  and  elderly,  are  suffering  from  one  or  more 
diseases  at  the  time  of  the  accident.  These  may  require 
therapy  and  may  influence  prognosis.  A burn  accident 
or  a fall  at  home,  or  less  often  a road  traffic  accident,  can 
be  caused  by  a fit,  faint,  or  collapse  related  to  preexisting 
disease  such  as  epilepsy,  coronary  sclerosis  or  hyper- 
tension, and  this  may  have  medico-legal  as  well  as 
medical  overtones.  Clinicopathological  analyses  of 
groups  of  cases  reaching  necropsy  have  shown  that 
previous  organic  illness  contributes  to  death  in  only  a 
small  minority  of  road  accident  victims  and  to  a minority 
of  burn  cases,  but  reaches  higher  proportions  in  the 
elderly,  especially  those  dying  after  fractures  of  the 
neck  of  the  femur,  and  after  burns. 

Medical  attention  may  be  required  at  the  individual 
level  for  a host  of  conditions.  Thus,  patients  with  dia- 
betes mellitus  controlled  by  insulin  or  other  means  often 
go  out  of  control  after  trauma;  subclinical  diabetes  may 
become  overt  and  even  dangerous,  and  diabetic  coma  is 
always  a hazard  either  through  its  association  with  ke- 
tosis or  the  less  frequent  but  equally  dangerous  form 
of  non-ketotic  hyperglycemic  coma.  The  onset  of  con- 
gestive cardiac  failure  after  injury  requires  skilled  med- 
ical supervision  and  therapy,  the  underlying  cause  usual- 
ly being  hypertension,  coronary  ischemic  disease,  or  pul- 
monary embolism.  It  may  be  argued  that  the  elderly  pa- 
tients with  fractured  hips  are  essentially  medical  cases 
when  the  initial  surgical  intervention  is  complete,  re- 
quiring the  care  and  supervision  of  geriatric  physicians 
rather  than  surgeons.  The  physician  is  faced  with  a two- 
fold problem:  retarding  the  advance  of  chronic  diseases 
including  mental  deterioration,  and  the  prevention  of 
pneumonic  and  thrombo-embolic  complications.  Other 
diseases — like  pernicious  anemia,  leukemia,  and  other 
blood  diseases — may  be  present  in  injured  patients. 
Sometimes,  they  are  first  discovered  after  arrival  in  hos- 
pital with  a broken  limb  or  other  injury. 

Implementation 

Finally,  there  is  the  problem  of  implementation,  how 
the  skills  of  the  physician  can  be  used  to  best  advantage 
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in  the  care  of  the  injured,  and  how  his  efforts  can  be 
linked  most  effectively  with  those  of  surgeons,  anaes- 
thetists, pathologists,  and  others  concerned  with  trauma. 
There  are  no  ready-made  answers  to  fall  back  on,  except 
to  say  that  modern  medicine  is  based  on  teamwork,  and 
that  the  practicing  physician  should  be  an  important 
member  of  the  medical  team  concerned  with  injured 
cases. 

Organizationally,  the  hospital  problems  and  systems 
of  the  United  States  and  Britain  differ  considerably, 
partly  because  the  National  Health  Service  in  Britain 
provides  medical  services  free  to  all  at  the  time  of 
need,  and  partly  because  the  USA  is  a vast  country  and 
Britain  a relatively  small  island.  Consequently,  the  man- 
ner of  solution  in  the  United  States  is  likely  to  differ 
from  that  in  Britain,  and  further  remarks  may  apply 
only  to  British  circumstances. 

In  large  urban  areas,  trauma  cases  are  usually  segre- 
gated in  special  units  in  acute  general  hospitals.  Inten- 
sive care  units  in  these  hospitals  are  often  concerned 
with  injured  and  other  acute  cases;  this  is  appropriate 
ground  for  physicians  to  meet  the  acute  problems  of 
serious  trauma.  Some  large  units  have  physicians  on 
their  medical  staff,  such  as  the  Central  Institute  of 
Traumatology  in  Budapest,  where  the  physician  engages 
in  clinical  duties  and  carries  out  research  in  the  field  of 
trauma.  In  the  Birmingham  Accident  Hospital  and 
other  traumatic  units,  there  is  a part-time  visiting  physi- 
cian, and  his  work  is  largely  concerned  with  advising 


in  cases  of  medical  importance  referred  to  him  by  the 
surgeons.  Periodically,  geriatricians,  pediatricians,  neu- 
rologists, psychiatrists,  and  other  medical  specialists  are 
called  on  for  consultant  advice.  The  major  issue  in  Brit- 
ain at  present  is  the  convincing  of  medical  specialists 
that  appointments  to  traumatic  and  burn  units  are  worth- 
while academically  and  professionally.  It  may  also  be 
necessary  to  impress  on  hospital  administrators  and  com- 
mittees the  need  for  these  appointments. 
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Malpractice  Prophylaxis 


JACK  L.  SACHS,  J.D.,  M.D.,  Chicago,  Illinois 

In  1971  and  1972,  69  per  cent  of  all  hospitals  in  the 
United  States  had  no  claim  against  them;  10  per  cent  had 
one  claim;  and  21  per  cent  had  two  claims  or  more. 
Of  all  alleged  actions  against  hospitals  and  physicians, 
the  emergency  room  accounted  for  12  per  cent  of  claims; 
57.2  per  cent  were  due  to  surgery.  Of  the  latter,  39  per 
cent  were  operative  procedures  and  35  per  cent  resulted 
from  incidents  in  the  patient’s  room. 

The  President’s  Commission  on  Malpractice  was  the 
first  definitive  study  ever  done  in  the  United  States,1  and 
it  produced  some  interesting  data  for  all  alleged  claims. 
About  50  per  cent  of  the  claims  are  closed  without  a 
lawsuit,  and  about  75  per  cent  of  those  are  closed  with- 
out any  payment.  Of  the  50  percent  of  the  claims  that  are 
closed  after  a lawsuit  is  started,  80  per  cent  are  closed  be- 
fore trial.  The  statistics  shows  that  there  are  a little  less 
than  1,200  malpractice  trials  started  in  a year,  that  is 
about  one  claim  for  every  120,000  patients  seen.  The 
plaintiff  loses  80  per  cent  of  the  trials. 

Some  payment  is  made  to  the  plaintiff-patient  in 
about  41  per  cent  of  the  claims  either  by  settlement  or 
judgment  (47%  against  physicians  and  other  health 
care  professionals;  33%  against  hospitals)  . The  insurance 
companies  state  that  46  per  cent  of  the  claims  were 
"legally  meritorious  in  terms  of  liability.”2 

Of  the  payments  made  to  claimants,  about  50  per  cent 
received  less  than  $3,000;  6.1  per  cent  exceeded  $40,- 
000;  and  less  than  1 out  of  1,000  received  over  $1,000,- 
000,  with  only  seven  such  payments  per  year.  Women 
represent  58  per  cent  of  the  claimants.  Although  only 
one-third  of  the  total  population  is  over  40  years  old,  53 
per  cent  of  all  malpractice  claimants  are  over  40,  60  per 
cent  of  these  are  non-wage  earners  (homemakers,  re- 
tirees, students,  etc.).  No  racial  or  ethnic  groups  pro- 
duced a disproportionate  number  of  claims. 

Some  physicians  and  hospitals  produced  more  than 
their  "fair  share”  of  claims.  More  than  one-half  of  hos- 
pital claims  originated  from  15  per  cent  of  the  hospitals, 
while  68  per  cent  of  the  hospitals  had  no  claims  in  the 
survey  year. 

Knowing  that  12  per  cent  of  all  claims  against  hos- 
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Emergency  Room  Liability 


pitals  arise  in  the  emergency  room,  three  questions  arise: 

1.  Under  what  situation  ? 

2.  What  is  the  present  applicable  law? 

3.  What  are  the  therapeutic  measures  ? 

Emergency  room  cases  in  the  United  States  fall  into 
five  general  categories,  as  follows: 

1.  Refusal  to  accept  the  patient  in  an  emergency  case, 
i.e.  one  obviously  demanding  immediate  attention. 


The  main  emergency  room  liabilities 
and  their  prophylaxis  are  presented  with 
medical-legal  criteria. 


The  general  rule  of  law  has  been  that  a private  hos- 
pital is  not  under  a common  law  duty  to  serve  everyone 
who  applied  for  treatment  or  permission  to  serve. 

The  Supreme  Court  of  Delaware,  in  1961,  changed 
the  rule  on  the  basis  of  a case  of  an  infant.  The  child 
was  suffering  from  diarrhea  and  a temperature  of  102F 
for  four  days.  He  was  under  the  care  of  doctors  and 
was  taken  to  the  emergency  ward  on  a Wednesday  (the 
doctors  not  being  in  their  offices  on  that  day) . The  nurse 
in  attendance  refused  to  admit  the  infant;  she  did  not 
examine  the  child  after  being  given  the  history  by  the 
parents.  The  court  said:  "We  are  of  the  opinion  that 
liability  on  the  part  of  a hospital  may  be  predicated  on 
the  refusal  of  service  to  a patient  in  case  of  an  unmis- 
takable emergency  if  the  patient  has  relied  upon  a well- 
established  custom  of  the  hospital  to  render  aid  in  such 
a case.  The  hospital  rule  with  respect  to  applicants  al- 
ready under  care  of  a physician  may  be  said  to  be 
under  an  implied  recognition  of  this  duty.”3 

2.  Acceptmg  and  keeping  the  patient  for  some  time 
without  service  and  then  sending  the  patient  somewhere 
else  for  such  service. 

A gunshot  case  with  massive  bleeding  is  taken  to  the 
emergency  room  where  a towel  is  placed  around  the 
wound;  about  one-half  hour  later  a doctor  comes  in, 
finds  out  the  victim  is  a veteran,  and  the  patient  is  sent 
to  the  V.A.  Hospital.  No  attempt  was  made  to  stop 
the  bleeding.  The  patient  was  placed  in  an  ambulance 
and  taken  to  the  V.A.  Hospital,  where  he  died  15  min- 
utes after  arrival. 
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The  court  said  there  was  liability:  "A  hospital  render- 
ing emergency  treatment  is  obligated  to  that  which  is  im- 
mediately and  reasonably  necessary  for  the  preservation 
of  the  life,  limb,  or  health  of  the  patient.  It  should  not 
discharge  a patient  in  a critical  condition  without  fur- 
nishing or  procuring  medical  attention.”4 

In  Mississippi,  a 16-year-old  boy  was  taken  to  the 
emergency  room  after  an  auto  accident  at  11:45  PM.  He 
remained  in  the  emergency  room  at  the  rear  door  on  a 
stretcher,  physically  restrained  by  the  ambulance  attend- 
ant, intern,  and  nurses  until  12:30  AM,  when  the  intern 
instructed  the  ambulance  driver  to  take  the  patient  to  a 
charity  hospital.  He  died  15  minutes  after  getting  there. 
Autopsy  showed  a ruptured  liver.  The  victim  was  al- 
legedly examined  in  the  emergency  room — he  was  as- 
sumed to  be  drunk,  with  no  supportive  measures  or 
treatment  given. 

The  court  held  the  hospital  liable,  stating:  (1)  Either 
the  doctor  did  not  make  an  evaluation;  or  (2)  He  did 
examine  the  patient  and  in  using  ordinary  skill  and  care 
diagnosed  a critical  condition,  and  possible  internal  in- 
juries, and  gave  him  no  supportive  care. 

In  contrast,  in  Alabama,  a child  with  diphtheria  was 
treated  at  the  emergency  room  of  a private  hospital  which 
had  no  facilities  for  contagious  diseases.  She  was  not 
accepted  and  returned  home,  where  she  died.  Recovery 
was  denied.5 

3.  Where  a patient  is  taken  to  a hospital  emergency 
room  for  emergency  treatment  and  not  for  the  purpose 
of  being  admitted  to  the  hospital,  is  given  emergency 
treatment  and  released  to  another  hospital,  the  law  says 
the  hospital  has  fulfilled  its  duty® 

4.  After  a hospital  emergency  room  accepts,  treats, 
and  then  releases  the  patient,  causing  him  to  believe  the 
emergency  has  passed  when  as  a matter  of  fact  it  had 
not,  or  had  actually  deteriorated  by  the  treatment. 

A man  was  taken  into  the  hospital  with  head  pains 
and  had  to  be  assisted  into  the  hospital.  The  resident 
physician  examined  him,  took  his  blood  pressure,  ran 
a urine  test,  made  a diagnosis  of  hypertension,  prescribed 
sedatives.  He  did  not  take  a written  history.  The  exam- 
ining doctor  was  relieved  by  another  physician,  who  did 
not  see  or  treat  the  patient,  but  who  discharged  him.  In 
the  afternoon,  on  the  way  back  to  the  hospital,  the  pa- 
tient died  of  a subdural  hematoma.  Liability  for  the 
hospital  resulted.7 

5.  A hospital  emergency  room  accepts  and  treats  the 
patient  and  sends  him  elseivhere  for  further  treatment. 

In  New  York,  an  intern  in  the  emergency  room 
cleaned  and  dressed  a stab  wound,  then  sent  the  patient 
to  another  hospital  where  she  died  during  an  operation. 
Hospital  liability  was  affirmed.8 


In  all  of  the  above  categories,  it  is  the  hospital’s  duty 
to  provide  emergency  services.  Violation  of  the  duty 
causally  resulting  in  damages  equals  liability.  Violation 
of  a state  statute  making  it  mandatory  for  all  hospitals, 
public  or  private,  to  provide  emergency  medical  care  will 
make  the  hospital  liable.  The  receipt  of  Hill-Burton 
funds  directly  or  indirectly  may  pave  the  way  for  a 
lawsuit,  based  upon  the  failure  to  observe  the  5th  and 
14th  Amendments. 

If  the  hospital  is  accredited,  it  is  subject  to  the  regu- 
lations and  standards  of  the  Joint  Commission  for  Ac- 
creditation of  Hospitals.  Proof  of  violation  of  such  stan- 
dards and  regulations  could  make  the  hospital  liable.9 

The  conditions  of  participation  of  HEW  and  your 
state  licensure  regulations  must  all  be  carefully  observed. 

Now  that  we  have  the  five  basic  categories  of  emergen- 
cy room  cases  wherein  liability  falls,  specifically  what 
are  the  emergencies  and  what  is  the  best  way  to  avoid 
liability?  The  most  likely  emergency  room  situations  are 
as  follows: 

- — Injuries  caused  by  extremes  of  temperature. 

— Ingestion  of  poisonous  substances. 

— Erroneous  administration  of  medications. 

— Incidental  fractures,  dislocations,  and  sprains. 

— Removal  of  foreign  bodies. 

- — Postoperative  embolism. 

— Incised,  punctured,  or  lacerated  wounds. 

— Anoxia  and  dyspnea. 

— Cerebral  accidents. 

— Burns  due  to  fire  and  explosions. 

— Cardiac  arrest. 

— Syncope. 

- — Hemorrhage. 

— Accidental  falls. 

- — Hyperemesis. 

— Conditions  of  shock. 

— Apoplexy. 

— Allergic  reactions. 

— Insect  bites. 

— Convulsive  secures. 

Of  the  above,  there  are  a number  of  situations  that 
should  demand  the  immediate  attention  of  a physician: 
They  are,  as  listed  by  Flint:10 

1.  Massive  hemorrhage  from  major  vessels. 

2.  Cardiac  arrest. 

3.  Cessation  or  acute  embarrassment  of  respiration. 

4.  Profound  shock  from  any  cause. 

5.  Rapidly  acting  poison. 

6.  Anaphylactic  reactions. 

7.  Acute  epidural  hemorrhage. 

8.  Acute  overwhelming  bacteremia  and  toxemia. 

9.  Severe  head  injuries  with  rapidly  degenerating  vital 
signs. 
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10.  Penetrating  wound  of  the  pleura  or  pericardium. 

11.  Rupture  of  an  abdominal  viscus. 

12.  Acute  maniacal  states. 

The  question  then  arises,  who  is  to  make  the  decision 
in  a doubtful  situation?  Never  should  it  be  made  by  a 
clerk,  aide,  orderly  or  even  a nurse:  only  by  a physician. 
Be  sure  that  nurses  and  interns  are  able  to  spot  the 
doubtful  cases  and  always  call  a physician  in  for  diag- 
nosis. 

A majority  of  the  emergency  room  cases  have  in- 
volved a medical  decision  attempted  by  an  intern  or 
nurse,  or  their  failure  to  recognize  serious  symptomatol- 
ogy- 

The  hospital  owes  every  emergency  patient  a duty  to 
act  reasonably  in  treating  him,  and  to  hospitalize  the 
patient  if  medically  indicated.  Do  not  discharge  the  pa- 
tient against  his  will:  that  is  abandonment,  and  liability 
could  follow.  Do  not  allow  patients  to  leave  who  are 
unable  to  take  care  of  themselves — such  as  children,  old 
people,  or  the  disabled — except  in  the  care  of  relatives 
or  friends,  or  social  welfare  governmental  agencies.  If 
the  physician  in  charge  of  the  emergency  room  is  satis- 
fied that  the  patient  will  be  given  adequate  care-protec- 
tion, then  the  patient  may  be  released;  not  otherwise, 
even  to  the  police. 

There  is  an  absolute  right  of  release  to  adult  of 
sound  mind.  Record  the  insistence  on  leaving  and  have 
a release  signed  and  witnessed  by  a friend,  or  a member 
of  the  family,  if  possible. 

Do  not  release  patients  with  a contagious  disease, 
those  of  not  sound  mind,  or  who  could  be  a threat  to 
others,  unless  after  emergency  treatment  the  hospital 
does  not  have  adequate  facilities  for  continued  care. 
Then  it  is  your  duty  to  transfer  the  patient  to  another 
hospital  that  can  treat  the  patient. 

Where  there  is  an  unmistakable  emergency,  and  the 
hospital  denies  emergency  treatment  based  on  inability 
to  pay,  liability  will  follow. 

Does  the  hospital  have  written  policies  concerning 
the  extent  of  treatment  in  the  emergency  room  service 
approved  by  the  medical  staff  and  the  hospital  manage- 
ment, and  kept  updated?  Failure  to  have  a written  policy 
or  violation  of  one  could  make  the  hospital  liable.  Kan- 
sas statutes  provide  that  a written  emergency  room  pro- 
cedure should  be  provided  and  approved  by  the  medical 
staff.11  Medicare  requires  that  there  be  written  policies 
which  are  enforced  to  control  emergency  room  pro- 
cedures. 

Does  the  hospital  live  up  to  your  state  statute  that 
there  be  adequate  space  and  facilities  to  assure  the 
health  and  safety  of  all  patients?  The  hospital  emergency 
department  must  live  up  to  the  standards  set  by  JCAH, 


HEW — Medicare,  and  the  state  statutes.  Failure  to  meet 
the  standards  could  lead  to  liability. 

HEW,  JCAH,  and  your  state  regulations  require  that 
the  emergency  room  keep  a concise,  detailed  medical 
record.  The  Kansas  statute  provides  that  the  record  must 
include:12 

1.  Patient  identification. 

2.  History  of  disease  or  injury. 

3.  Physical  finding. 

4.  Laboratory  and  x-ray  reports,  if  any. 

5.  Diagnosis. 

6.  Record  of  treatment. 

7.  Disposition  of  case. 

8.  Signature  of  physician. 

The  emergency  room  records  must  be  kept  for  as 
long  a time  as  provided  by  law,  or  as  by  your  statute  of 
limitations.  A minor’s  record  should  be  kept  until  after 
he  or  she  reaches  majority  or  is  emancipated  (the  statute 
of  limitations  does  not  start  to  run  until  he  or  she  comes 
of  age  or  is  emancipated) . 

The  statute  of  limitations  simply  means  that  the 
injured  person  has  a limited  time  set  by  statute  from 
the  date  of  the  injury  to  file  a lawsuit.  The  Kansas 
statute  on  limitations  provides  as  follows: 

1.  Battery — one  year. 

2.  Tort  (malpractice)  and  death — two  years  except 
when  the  act  giving  rise  to  the  cause  of  action  first 
causes  substantial  injury. 

3.  If  the  fact  of  injury  is  not  reasonably  ascertain- 
able, then  the  statute  does  not  start  until  the  fact  of 
injury  becomes  reasonably  ascertainable  to  the  injured 
party,  but  no  longer  than  10  years  of  the  negligent  act 
(ionizing  radiation  injury) . 

4.  The  statute  of  limitations  does  not  apply  to  minors 
until  they  reach  18  years,  to  an  incapacitated  person, 
or  one  in  prison.  After  the  disability  is  removed,  they 
have  one  year  in  which  to  file,  but  in  no  event  after  22 
years  from  the  date  of  the  accrual  of  the  accident.  If 
the  party  dies  under  their  above  disability,  then  there  is 
one  year  in  which  to  file  after  the  death.  In  Kansas,  the 
infancy  disability  is  not  affected  by  marriage.13 

Emergency  room  medical  records  should  be  reviewed 
and  evaluated  on  a regular  basis.  A daily  chart  check 
is  advised,  with  emphasis  on  severe  trauma  cases.  This 
should  be  coordinated  with  conferences  with  specialists 
to  highlight  the  deficiencies,  if  any.  Remember,  good 
medical  records  are  the  best  defense  against  malprac- 
tice. 

Disclosure  of  Information 

Disclosure  of  information  considered  privileged  could 
give  rise  to  a lawsuit  for  libel  or  slander;  for  betrayal 
of  professional  secrets,  especially  where  the  statutes  have 
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created  that  duty;  for  invasion  of  privacy  causing  harm; 
ridicule;  or  humiliation. 

At  common  law  there  is  no  physician-patient  priv- 
ilege: it  is  created  by  statute.  The  privilege  belongs  to 
the  patient,  not  to  the  physician,  and  only  the  patient 
can  waive  it,  except  in  the  following: 

1.  Criminal  proceedings. 

2.  Mental  competency. 

3.  Workman’s  Compensation. 

4.  When  the  patient  is  a party  litigant  for  personal 
injury. 

5.  Statutory  reportable  information  such  as  VD  and 
communicable  diseases,  child  abuse,  police  cases,  etc. 

6.  Qualified  privilege,  such  as  insurance  companies 
whose  policies  have  a consent. 

7.  The  news  media  only  as  to  patient  name;  the  gen- 
eral condition  of  patient,  i.e.,  "serious,”  "fair,”  "good,” 
the  time  of  death  or  birth. 

Do  not  give  the  name  of  the  attending  physician 
without  his  consent.  Do  not  give  a detailed  medical 
diagnosis  without  the  prior  written  consent  of  the  pa- 
tient (or  a responsible  relative,  verified  by  the  attending 
physician).  Do  not  allow  photographs  or  interviews 
without  the  patient’s  written  consent.  Do  not  discuss  the 
cause  or  motivation  of  an  injury. 

A case  comes  to  mind  where  there  was  no  written 
consent  to  divulge  information.  In  Savannah,  Georgia, 
the  hospital  and  reporter  were  held  liable  for  publicity 
about  a stillborn  deformed  child.  You  may  recall  the 
story  and  picture  in  Time  magazine  about  a fat  woman 
and  how  prodigiously  she  ate.  There  was  a $40,000 
award  14 

The  hospital  procedure  manual  should  state  that  no 
information  shall  be  released  to  the  news  media  or  any- 
one else  concerning  patient  care  or  other  emergency 
room  functions,  except  by  authorized  individuals  after 
approval  by  the  hospital  administrator  or  his  authorized 
representative.  Remember,  the  free  press  is  subservient 
to  the  private  rights  of  the  patient.  With  regard  to  the 
record,  make  certain  that: 

1.  An  adequate  record  is  kept  as  to  symptoms  and 
medications ; 

2.  The  record  is  read.  Sometimes,  a wet  x-ray  is  read 
and  the  patient  is  told  there  are  no  fractures,  and  is 
sent  home.  The  next  day,  the  radiologist  receives  the 
dry  films  and  records  his  findings  of  a fracture  in  the 
record.  No  one  reviews  the  record  and  no  one  notifies 
the  patient.15 

Patient’s  Consent 

Emergency  room  care  requires  the  patient’s  consent — 
his  or  her  informed  consent.  The  patient  must  be  told  of : 


1.  The  medical  risks  involved; 

2.  Probable  duration  of  incapacitation; 

3.  The  alternative  medical  procedures  for  care  or 
treatment. 

The  patient  must  be  told  of  the  above  not  in  medical 
language,  but  in  words  he  or  she  understands,  so  that 
the  consent  given  is  an  informed  one.  The  consent  is 
needed,  otherwise  a battery  is  committed  and  liability 
follows  (a  battery  is  the  intentional  touching  of  another 
person  without  their  consent) . A mentally  competent 
adult  has  the  right  to  refuse  treatment,  and  one  must 
honor  that  refusal.  If  one  has  treated  the  patient  and  he 
or  she  says  later  that  treatment  was  not  authorized,  the 
signed  consent  form,  if  proven,  will  relieve  the  physician 
from  liability. 

The  exception  to  the  above  risk  is  where  an  actual 
emergency  exists.  What  is  an  emergency?  A true  emer- 
gency is  one  where  there  is  an  immediate  threat  to  life 
or  health,  or  the  patient  is  incapable  of  making  an  in- 
telligent, conscious,  and  knowledgeable  decision. 

A true  emergency  room  as  such  does  not  exist  any 
more.  Physicians  see  their  patients  as  outpatients  in  the 
emergency  room  more  and  more,  as  house  calls  and 
night  calls  have  faded  away.  The  hospital  emergency 
room  has  become  the  most  readily  accessible  place  to 
receive  medical  care.  Therefore,  one  must  differentiate 
between  emergency  consent  (where  true  emergency  exists, 
as  defined  above)  and  implied  consent. 

Implied  consent  may  be  inferred  where  the  patient’s 
work  or  actions  lead  logically  to  the  conclusion  that  the 
patient  has  consented  to  the  procedure  {ie.,  going  to  a 
physician’s  office  for  examination  or  treatment — a con- 
sent implied  in  fact) . A true  emergency  situation  is 
consent  implied  by  law. 

Record  the  emergency  by  proper  consultation  before  any 
procedure  is  attempted.  The  magnitude,  immediacy,  and 
the  nature  of  the  threat  to  life  or  health  should  be  re- 
corded. When  a hospital  asserts  an  "emergency”  as  a 
defense  for  a non-consensual  procedure,  the  burden  of 
proof  is  on  the  hospital  to  show  that: 

1.  It  was  impossible  to  obtain  the  patient’s  consent; 

2.  Someone  legally  authorized  to  consent  was  not 
available ; 

3.  Any  delay  would  increase  the  hazards  to  the  pa- 
tient ; 

4.  Reasonable  attempts  were  made  to  get  the  consent, 
specifically  for  minors. 

All  of  the  above  should  be  recorded. 

Allied  Medical  Professionals 

The  growth  of  medical  technology,  technique,  and 
electronic  instrumentation  employed  in  emergency  rooms, 
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plus  the  doctor  shortage,  has  resulted  in  the  greater  use 
of  paramedics.  This  has  added  responsibility  for  the 
hospital  emergency  room.  Liability  follows  under  the 
theory  of  respondeat  superior  (the  superior  is  liable  for 
the  wrong) . With  the  new  devices  and  techniques,  new 
mechanical  and  electronic  instruments  are  used  by  the 
paramedics,  so  liability  may  follow'  under  the  doctrine 
of  Res  Ipsa  Loquitur  (the  thing  speaks  for  itself).  The 
three  following  elements  are  significant: 

1.  Sole  and  exclusive  control  by  the  doctor  or  para- 
medic, 

2.  The  patient  did  not  contribute  to  the  injury, 

3.  It  would  not  have  happened  except  as  a result  of 
negligence,  i.e.,  x-ray  burns,  electrocution,  etc. 

Those  who  are  concerned  with  the  legal  liability  in  the 
emergency  room  should  be  aware  of  the  new'  role  for 
physician’s  assistants,  nurses,  nurse’s  assistants,  and  tech- 
nicians. Keep  up  with  the  statutory  changes,  federal, 
state  and  local  standards,  accreditation  requirement,  hos- 
pital bylaws,  rules  and  regulations,  all  of  wdiich  do  in- 
fluence the  courts. 

Crosby17  stated  it  most  succinctly:  "For  the  physician, 
the  major  legal  risks  ...  are  lack  of  documentation,  in- 
adequate work-up,  premature  dismissal,  liability  for  the 
acts  of  others,  and  giving  treatment  outside  his  field  of 
competence,  instead  of  attending  only  to  the  immediate 
need  and  then  calling  in  the  proper  specialists.” 

Summary 

Prevention  is  the  best  defense  against  malpractice. 
Listed  below  are  what  I call  malpractice  prophylaxis, 
"Commandments” : 

1.  The  physician  or  hospital  should  care  for  every 
patient  with  scrupulous  attention  to  the  requirements  of 
good  medical  practice. 

2.  The  physician  or  hospital  must  know  their  legal 
duty  to  the  patient. 

3.  The  physician  or  hospital  should  keep  "ideal” 
medical  records  in  every  case,  records  that  would  be  pre- 
sentable w'hen  offered  in  court;  records  that  clearly 
show  what  was  done  and  when  it  was  done;  records 
that  clearly  indicate  that  nothing  was  neglected  and 
that  the  care  given  met  fully  the  standard  demanded  by 
the  law.  If  any  patient  discontinues  treatment  before 
he  should,  or  fails  to  follow  instructions,  the  record 
should  show  it;  a good  method  is  to  file  a carbon  copy 
of  the  letter  which  advises  the  patient  against  the  un- 
wise course. 

4.  The  physician  or  hospital  should  exercise  tact  as 
well  as  professional  ability  in  handling  the  patient.  A 
proper  professional  manner  and  a sound  attitude  should 
be  maintained  at  all  times  toward  both  the  patient  and 


the  patient’s  family.  The  attentive  physician  may  early 
sense  some  unsatisfactory  and  disturbing  undercurrent 
which,  by  the  institution  of  protective  measures,  may 
be  prevented  from  developing  into  something  much 
more  unpleasant.  Thus,  if  the  patient  is  not  doing  well, 
consultation  may  be  suggested ; if  the  patient  is  dis- 
satisfied or  complaining,  or  if  the  family’s  attitude  indi- 
cates dissatisfaction,  consultation  should  be  demanded. 
The  use  of  a consultant  affords,  in  any  case,  great  pro- 
tection against  a malpractice  claim. 

5.  The  physician  or  hospital  should  refrain  from 
overoptimistic  prognoses  and  should  avoid  promising  too 
much  to  the  patient. 

6.  The  physician  should  advise  his  patients  of  any  in- 
tended absence  from  practice  and  should  recommend,  or 
make  available,  a qualified  substitute. 

7.  The  physician  or  hospital  should  unfailingly  secure 
written  informed  consent  for  all  procedures  and  for 
autopsy. 

8.  The  physician  should  carefully  supervise  assistants 
and  employees  and  take  great  care  in  the  delegation  of 
duties  to  them. 

9.  The  physician  should  have  some  knowledge  of  the 
statute  of  limitations  and  of  its  significance. 

10.  In  his  selection  of  patients,  the  physician  should 
limit  himself  to  such  fields  as  are  well  within  his  quali- 
fications. He  should  keep  abreast  of  progress  in  the 
medical  profession. 

11.  The  physician  should  keep  inviolate  all  con- 
fidential communications. 

12.  The  physician  should  frequently  check  the  con- 
dition of  his  equipment  and  make  use  of  every  available 
safety  installation. 

13.  In  the  treatment  of  the  patient,  the  physician  must 
not  experiment. 

14.  The  physician  must  be  careful  to  render  sufficient 
care  to  his  patient  in  general  instructions,  frequency  of 
visits,  clinical  and  roentgen  ray  laboratory  investigations, 
and  the  like.  Moreover,  every  precaution  should  be  in- 
stituted for  the  protection  of  those  caring  for  the  pa- 
tient and  of  all  other  contacts. 

15.  The  patient  must  not  be  abandoned.  The  physi- 
cian-patient relationship  can  be  terminated  without  lia- 
bility only  in  certain  ways  and  under  certain  conditions. 

16.  Except  in  actual  emergency,  the  physician  should 
not  examine  a female  patient  unless  a third  person  is 
present.  There  is  no  more  serious  or  destructive  charge 
than  that  of  undue  familiarity;  and  the  only  way  to 
avoid  claims  of  this  sort  seems  to  be  to  have  someone 
else  present  during  all  examinations. 

17.  A physician  or  hospital  administrator  should  seek 
consultation  whenever  it  appears  that  the  quality  of  med- 
ical care  may  be  enhanced  thereby. 
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18.  Doctrine  of  Informed  Consent.  The  physician  is 
under  a duty  to  make  a reasonable  disclosure  to  the  pa- 
tient of  the  nature  and  probable  consequences  of  the 
suggested  or  recommended  treatment,  and  he  is  obliged 
to  make  a reasonable  disclosure  of  the  dangers  within  his 
knowledge  which  are  incident  to  or  possible  in  the 
proposed  treatment. 

19.  In  doubtful  situations  in  the  emergency  room, 
only  a physician  should  make  the  decision.  Under  no 
circumstances  should  it  be  made  by  an  orderly,  aide, 
clerk,  or  nurse. 

20.  It  is  advisable  that  emergency  room  nurses  and 
interns  be  able  to  spot  the  doubtful  cases  and  always 
refer  them  to  a physician  for  diagnosis. 
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Fatal  Trauma 


Medical-Legal  Aspects 


WILLIAM  G.  ECKERT,  M.D.,  Wichita 


A FRUSTRATING  paradox  exists  today  in  the  United 
States  and  in  other  countries  in  that  many  of  the  clas- 
sical medical-legal  problems  common  in  private  practice 
are  not  fully  presented  to  the  student  physician  or  at- 
torney during  his  training.  Medical  and  legal  investiga- 
tion of  fatal  trauma  is  a case  in  point.  A study  of  this 
problem  must  have  as  its  given  objectives  the  establish- 
ment of  the  cause,  recognition  of  its  effect,  and  applica- 
tion of  this  knowledge  to  the  medical  and  legal  manage- 
ment of  the  case. 

Trauma  may  be  caused  by  physical,  thermal,  electric, 
or  chemical  means,  or  by  combinations  of  these  forces. 

The  effect  of  trauma  in  general  is  dependent  on  the 
magnitude  of  the  force,  the  time  of  exposure  to  these 
forces,  and  the  vulnerability  of  specific  anatomical  struc- 
tures of  the  body  to  these  forces. 

Complications  of  trauma  include  embolization,  de- 
layed hemorrhage,  infection,  paralysis  and  visceral  in- 
jury including  infarction,  rupture  or  failure,  and  finally 
death.  Embolism  is  frequently  seen  and  may  arise  from 
marrow,  injured  veins  in  traumatized  extremities,  or 
fragments  of  viscera  including  liver,  brain,  skin,  and 
occasionally  bile  salts.  Air  embolization  may  be  a factor 
in  cases  of  massive  injury  to  the  extremities,  neck  or 
chest,  where  there  is  exposure  of  vascular  channels. 
Blood  clots  in  the  pulmonary  arteries  are  the  result  of 
embolization  due  to  poor  circulation  or  delayed  mobili- 
zation of  a convalescing  injured  patient.  A paradoxical 
embolus  may  occur  from  the  right  side  or  venous  cir- 
culation and  enter  the  left  side  through  the  patent  fora- 
men ovale  and  result  in  peripheral  embolization.  In- 
jury to  blood  vessels  within  the  path  of  a bullet  may 
result  in  delayed  hemorrhage. 

Investigation  of  the  Accident 

The  study  of  the  effect  of  trauma  must  include  ex- 
amination of  the  entire  case.  Thus,  all  the  steps  in 
handling  an  injured  person  must  be  scrutinized  from 
the  initial  handling  at  the  scene,  transportation  to  the 
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hospital,  emergency  room  care,  operating  room  manage- 
ment, postoperative  care,  convalescence  and,  finally, 
the  determination  of  disability.  The  problems  of  con- 
comitant natural  disease  must  be  considered,  and  those 
complications  which  arise  as  a result  of  misdiagnosis  or 
mismanagement  must  also  be  evaluated.  A final  con- 
sideration must  be  given  to  those  cases  where  the  dam- 


A practical  guide  on  the  investigation  of 
fatal  trauma  for  coroners  is  presented. 


age  is  disabling  and  the  period  of  recovery  continues 
over  many  months  and  years  with  no  definite  return 
to  normal.  Disability  must  be  evaluated  in  all  these 
cases  to  provide  the  patient  proper  recompense  for  suffer- 
ing and  damages. 

From  the  legal  standpoint,  the  medical-legal  investi- 
gation must  determine  the  basis  of  the  trauma,  whether 
it  is  self-inflicted,  accidental  or  homicidal,  along  with  the 
chances  for  survival,  the  effects  on  mobility  after  the 
injury,  and  the  role  of  intoxicants.  For  example,  in 
cases  where  the  injury  potential  may  be  minimal  and 
yet  the  victim  has  received  massive  injury,  there  is  a 
suggestion  of  a premeditated  murder.  Meanwhile,  when 
little  or  no  bleeding  or  characteristic  injury  is  found  in 
the  case  exposed  to  high  degree  of  potential  injury, 
there  is  a suggestion  the  death  was  a complication  of  a 
natural  disease  process,  such  as  heart  disease.  In  addi- 
tion, we  must  determine  the  contribution  of  intoxicants 
to  the  cause  of  death.  The  time  of  death,  especially  in 
accidents  involving  deaths  of  husband  and  wife,  when  it 
must  be  established  which  party  had  pre-deceased  the 
other,  may  be  crucial.  The  mobility  after  the  lethal  in- 
jury is  also  an  important  part  of  the  medical-legal  in- 
vestigation. 

The  two  main  types  of  physical  trauma  usually  are 
the  penetrating  and  non-penetrating  injuries.  Penetrat- 
ing injuries  include  those  where  there  has  been  pene- 
tration of  the  body  by  a flying  object  or  by  a sharp  ob- 
ject or  instrument.  Non-penetrating  injuries  include 
those  in  which  a body  area  has  been  exposed  to  blunt 
force  which  may  be  localized  or  generalized.  A special 
type  of  non-penetrating  injury  is  traumatic  asphyxia,  due 
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to  the  compression  of  the  chest  by  heavy  weight  or  a 
large  volume  of  dirt. 

Investigation  of  Death 

The  objectives  in  investigating  traumatic  deaths  are: 
(1)  to  determine  the  cause  of  death;  (2)  to  determine 
the  effect  of  trauma  as  applied  to  similar  cases.  Thus, 
demonstration  of  the  cause  and  effect  is  a prime  con- 
cern of  the  forensic  investigator. 

Trauma  itself  must  be  studied  by  considering  its 
various  components,  including  the  direction,  character, 
magnitude,  duration,  and  frequency  of  the  forces.  The 
time  of  exposure  to  these  forces,  the  vulnerability  of  a 
specific  anatomic  structure  to  injury,  and  the  secondary 
effects  of  a trauma  must  also  be  considered.  In  this  re- 
gard, secondary  missiles  may  result  when  a bullet  strikes 
the  bone:  fragments  act  as  secondary  missiles,  thus  in- 
creasing the  effect  produced  by  a single  missile.  Delayed 
effects  of  trauma  should  also  be  considered.  In  the  case 
of  a gunshot  wound  to  the  head  or  the  spine,  death  may 
be  delayed  up  to  two  years  after  the  original  injury,  but 
despite  the  lag,  it  is  still  important  that  these  cases  be 
properly  investigated. 

Determination  of  the  manner  of  death  is  vital  to  the 
medical-legal  investigation  of  a case.  There  are  cases 
of  apparent  accidental  or  suicidal  basis  which  are  in 
reality  masqueraded  homicide  undetected  by  the  law 
enforcement  authorities. 

The  determination  of  potential  activity  of  the  victim 
is  extremely  important,  so  that  the  police  have  knowl- 
edge of  how  much  activity  an  individual  could  have 
with  a lethal  injury  before  collapse  and  death.  Apropos 
to  this,  an  individual  stabbed  or  shot  in  the  heart  may 
be  capable  of  climbing  several  flights  of  stairs  before 
he  collapses  and  he  may  thus  be  some  distance  from  the 
place  in  which  the  injury  was  sustained. 

The  role  of  the  natural  death  or  the  natural  disease 
processes  must  be  evaluated  in  every  case.  In  the  drown- 
ing of  an  epileptic,  one  must  consider  the  possibility  of 
a convulsion  occurring  under  water.  In  one  instance,  a 
woman  attacked  a policeman  with  a knife.  He  shot 
and  killed  her  in  self-defense.  She  was  found  to  have 
a tumor  of  the  brain,  which  could  explain  her  instability 
and  bizarre  behavior. 

The  forensic  expert  looks  at  a wound  differently  than 
the  surgeon  or  the  physician  in  charge.  The  forensic  in- 
spection and  documentation  of  the  wound  includes  re- 
cording dimensions,  depth  of  penetration,  angle,  and 
location  of  the  body  in  relation  to  the  assailant.  This  is 
necessary  to  give  the  police  and  law  enforcement  offi- 
cials information  as  to  the  type  of  weapon  or  weapons 
they  should  be  searching  for.  Defense  wounds  occur 


Figure  1.  Homicide  by  stabbing  with  a steak  knife  in 
the  neck.  A secondary  injury  due  to  the  impact  of  the 
knife  handle  is  noted  along  the  lower  jaw. 


where  a victim  attempts  to  ward  off  blows  or  attempts 
to  grab  the  weapon  of  an  assailant.  The  injury  may  be 
seen  on  the  fingers,  hands  or  forearms,  but  should  be 
distinguished  from  secondary  injuries  from  knife  han- 
dles or  guards  ( Figure  1 ). 

The  proximity  of  the  gun  may  be  indicated  by  the 
presence  of  a smudge  or  powder  stippling  about  the 


Figure  2.  Contact  wound  of  gun  with  the  skin  in  the 
right  temple.  Note  black  powder  smudge  about  the  bullet 
entrance  wound  and  the  stippling  of  the  adjacent  skin 
with  unburnt  powder  particles. 
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entrance  (Figure  2).  In  the  case  of  a shotgun  wound, 
the  tight  pattern  of  the  shot  indicates  close  proximity 
(Figure  3 )■  Bullets  upon  entering  the  body  may  undergo 
great  change.  The  bullet  going  through  bone  will  flat- 
ten or  fragment,  while  the  bullet  going  through  soft  tis- 
sue will  show  little  change.  A bullet  remaining  in  the 
body  for  a long  time  will  have  calcium  deposited  on  it. 
The  medical-legal  investigator  may  also  be  able  to  help 
the  police  with  suggestions  on  the  type  of  assailant  by 
the  injury  patterns  on  the  victim.  An  overkill  situation 
( Figure  4)  is  commonly  seen  in  homosexual  murders. 
In  professional  killers  a shot  in  the  back  of  the  head  is 
seen  quite  frequently. 

Unusual  injuries  may  also  be  seen  where  the  body 
may  be  penetrated  by  air,  paint,  grease,  and  sand  from 
a high-pressure  source.  A jab  with  a high  pressure  hose, 
1,500  pounds  per  square  inch,  may  cause  a deep  pene- 
tration and  severe  disability  and  if  a hollow  viscus  is 
rapidly  inflated,  as  with  air,  it  will  rupture  the  viscus. 

Trauma  in  drug  addicts  is  commonly  related  to  intra- 
venous injection  of  drugs.  These  may  be  injected  into 
an  artery  leading  to  severe  damage  to  the  circulation  and 
possible  amputation  may  result.  Systemic  embolization 
of  minute  impurities,  including  talc  and  cotton,  may 
cause  damage  to  the  lungs,  kidneys,  and  other  viscera. 

In  child  abuse,  there  is  a variation  of  the  age  of  in- 
jury with  areas  of  ecchymoses,  teeth  marks,  or  fractures 
in  different  stages  of  healing.  Thus,  the  presence  of  re- 
peated injury  in  a child  with  a variation  in  healing  and 
age  of  the  injuries  should  make  one  suspect  the  battered 
child  syndrome.  Bone  healing  and  periosteal  calcification 
seen  on  x-ray  will  have  confirmative  value. 

Elderly  people  in  nursing  homes  may  present  prob- 
lems of  unexpected  trauma.  They  may  develop  a stroke- 
like syndrome  and  be  treated  accordingly,  while  at  autop- 
sy a subdural  hematoma  may  be  found.  Investigation 
often  fails  to  reveal  evidence  of  trauma. 

Vehicular  Accidents 

Traffic  accidents  provide  an  excellent  model  for  study 
of  trauma.  Before  autopsy,  the  victim  should  be  identi- 
fied to  the  medical-legal  investigator.  The  body  should 
be  examined  for  external  signs  of  trauma  and  for  inter- 
nal injuries.  The  findings  should  be  evaluated  for  pat- 
terns which  may  indicate  the  position  of  the  individual 
in  the  car. 

Unsuspected  injury  is  one  of  the  major  problems  that 
may  occur  in  an  unconscious  patient.  Thus,  death  due 
to  unsuspected  rupture  of  a viscus  or  a blow-out  of  a 
subcapsular  hemorrhage  of  the  spleen  or  liver  may  be 
associated  with  head  injury,  and  it  may  cause  a major 
problem  of  differential  diagnosis.  Evaluation  of  cause 


Figure  3.  Close  wounding  with  a shotgun  in  a suicide. 
Note  tight  pattern  of  the  shot. 


and  manner  of  death  is  extremely  important  to  establish 
whether  there  were  any  failures  or  mishandling  in  the 
management  of  the  case.  The  presence  of  a natural  dis- 
ease process  must  also  be  brought  into  the  picture,  as 
well  as  the  role  of  intoxicants.  Cases  are  now  being  seen 
where  young  people  under  the  influence  of  drugs  walk 
into  the  street  deliberately  trying  to  get  hit. 

The  physical  forces  to  which  the  body  is  exposed  are 
enormous.  A car  going  50  miles  an  hour  which  strikes 
a fixed  object  may  stop  in  less  than  one  foot’s  distance. 
The  car  itself  may  be  exposed  up  to  170  Gs,  and  the 
victim  in  the  car  without  seatbelts  will  be  rattled  like 
a rock  in  a box,  giving  many  opportunities  for  him  to 
be  exposed  to  fatal  injury.  The  shoe  of  a victim  must  be 
examined  for  the  presence  of  an  imprint  or  a stamp  of 


Figure  4 . Multiple  homicidal  stabbings  in  the  typical 
overkill  fashion  of  a homosexual  murder  case. 
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the  brake  pedal  on  to  the  shoe,  indicating  the  shoe  was 
in  contact  with  the  brake  pedal  at  the  time  of  the  actual 
impact. 

The  clothes  may  be  examined  for  stains  of  oil  or 
marks  of  a tire.  If  the  body  has  been  run  over  by  a 
tire,  injury  may  be  manifest  by  markings  of  the  tread 
and  be  indicative  of  the  width  of  the  tire.  In  one  case, 
a truckdriver  crawled  under  a truck  which  had  trouble 
with  a gear.  The  truck  rolled  over  him ; he  crawled 
away,  walked  about  150  yards,  and  collapsed.  The  tread 
width  and  type  matched  those  on  his  body. 

Traumatic  asphyxia  is  another  serious  injury  in  acci- 
dents where  the  victim  is  pinned  by  a tractor  or  car 
without  roll  bars.  It  is  characterized  by  cyanosis  in  the 
upper  extremities  and  the  face,  bulging  of  the  eyes,  and 
petechiae  of  the  skin  and  conjunctivae.  Other  compli- 
cations in  crashes  include  exposure  to  gasoline,  which 
may  result  in  a toxic  nephrosis  leading  to  lower  nephron 
nephrosis,  and  electrocution  where  a light  pole  may 
support  wires  which  fall  when  it  snaps  and  the  victim 
may  step  on  it.  There  may  be  little  evidence  of  electro- 
cution, with  little  evidence  externally,  except  singeing  of 
hair  or  charring  of  a small  area  of  skin. 

Bizarre  cases  may  be  seen  where  the  body  is  exposed 
to  severe  trauma,  such  as  the  one  in  which  the  body  of 
the  individual  was  pinned  underneath  the  car  wheel 
and  the  wheel  was  oriented  along  the  longitudinal  axis 
of  his  leg.  The  wheel  was  spinning  at  a very  high  rate 
of  speed.  The  rubber  melted  and  was  forced  into  the 
femoral  vein,  thereby  into  the  heart,  where  it  caused  a 
rupture  of  the  right  ventricle. 

One  of  the  problems  that  occurs  in  auto  crashes  re- 
lates to  fire.  The  main  concern  is  to  make  sure  that  it 
was  not  a masquerade,  where  the  individual  was  killed, 
put  into  the  car,  and  set  afire. 

In  a fire  victim,  the  teeth  may  be  valuable  points  of 
identification.  The  light-red  color  of  the  tissue  represents 
carboxyhemoglobin  perfusion,  which  demonstrates  that 
the  person  was  breathing  in  an  environment  rich  in 
carbon  monoxide.  Carbonaceous  material  in  the  larynx 
may  also  indicate  viability  during  a fire.  One  must  be 
aware  of  the  artifacts  that  occur  in  a fire,  such  as  heat 
fractures  of  the  bones  and  collection  of  blood  in  the 
extradural  space. 

In  aircraft  accidents,  one  needs  to  ascertain  whether 
or  not  the  individual  had  control  of  the  plane.  If  the 
individual  had  his  hands  on  the  controls,  there  will 
be  fracture  dislocations  of  the  fingers  as  evidence  of 
trauma  forces  transmitted  to  him  on  impact  through 
the  stick. 


Summary 

To  study  a trauma  victim,  one  must:  (1)  document  the 
external  and  internal  injuries;  and  (2)  relate  the  in- 
juries to  the  scene  of  the  accident  and  to  the  nature  of 
the  forces  to  which  the  victim  was  exposed  during  this 
period.  Such  knowledge  should  be  used  for  the  purpose 
of  influencing  the  clinical  management  of  the  given 
case,  as  well  as  similar  cases  in  the  future.  This  knowl- 
edge can  be  used  to  predict  injury  patterns  which  are 
shown  to  exist  in  specific  accident  situations. 


AMA  CONTINUING  EDUCATION  PROGRAM 

The  American  Medical  Association’s  new  program  of 
regional  continuing  education  for  physicians  will  be 
launched  next  year  with  meetings  in  Florida,  Arizona, 
Minnesota  and  Virginia. 

The  purpose  of  the  program  which  will  be  conducted 
by  the  AMA’s  Council  on  Scientific  Assembly,  is  to 
take  AMA  continuing  education  courses  to  physicians 
throughout  the  country.  The  regional  programs  are  an 
outgrowth  of  the  successful  continuing  education 
courses  presented  at  the  recent  AMA  annual  and  clinical 
conventions. 

The  courses  will  be  held  on  weekends  to  enable  phy- 
sicians in  each  region  to  attend  at  the  lowest  possible 
cost  in  time  and  travel  expenses.  Active  support  from 
state  medical  associations  will  be  sought  in  each  region. 

Each  regional  program  in  1975  will  include  eight 
courses,  with  faculty  drawn  largely  from  nearby  medical 
schools.  All  courses  will  qualify  for  the  highest  category 
of  continuing  education  credit.  The  courses  are:  Derma- 
tology for  Non-Dermatologists;  Infectious  Diseases  and 
Antibiotics;  Basic  and  Advanced  Life  Support-Cardio- 
pulmonary Resuscitation;  Fluid  and  Electrolyte  Balance; 
Venereal  Disease;  Pulmonary  Function  and  Blood 
Gases;  Basic  Electrocardiography,  and  Human  Sexuality. 

Seven  of  the  courses  will  be  of  six  hours  duration  and 
will  be  presented  twice  on  each  program,  enabling  doc- 
tors to  take  two  courses.  The  session  on  cardiopulmonary 
resuscitation  (reviving  heart  attack  victims)  is  a 12-hour 
course. 

Schedule  of  the  regional  courses  will  be  as  follows: 
Tampa,  Florida,  February  8-9 ; Phoenix,  Arizona,  March 
15-16;  Minneapolis,  Minnesota,  July  26-27;  Williams- 
burg, Virginia,  September  27-28. 

Further  information  on  the  courses  is  available  from 
the  Department  of  Scientific  Assembly,  American  Med- 
ical Association,  535  N.  Dearborn  St.,  Chicago,  111. 
60610. 


The  President  s Message 

MERRY  CHRISTMAS  AND  A HAPPY  NEW ' YEAR! 


Christmas  is  a time  to  remember,  a time  to  rejoice,  a 
time  to  reassess  our  priorities,  count  our  blessings  and, 
the  real  meaning  of  it  all,  to  celebrate  the  birth  of  the 
Christ  child.  In  addition,  for  me,  the  past  two  years 
which  I have  spent  serving  on  the  Admissions  Com- 
mittee at  the  KUMC,  have  been  cause  for  added  reflec- 
tion. 

The  world  events  today  have  increased  in  momentum 
so  that  time,  things,  places,  friends,  and  events  happen 
so  fast  and  are  of  such  short  duration  that  they  become 
almost  meaningless.  We  as  a nation,  in  failing  to  re- 
flect, are  becoming  a people  without  memory. 

Twenty-three  years  ago,  our  daughter,  seven  years  of 
age  at  that  holiday  season,  was  involved  in  an  auto- 
mobile accident,  receiving  a compound  comminuted  frac- 
ture to  the  skull  penetrating  into  the  left-frontal  lobe. 
I,  shortly  before  this  accident,  received  a comminuted 
fracture  of  the  left  leg.  On  crutches  and  with  one  leg  in 
the  cast,  and  with  an  apparently  dying  daughter,  I rode 
the  ambulance  with  her  to  KUMC.  Dr.  Bill  William- 
son had  alerted  surgery  and  was  waiting  for  our  arrival. 
A guardian  angel  rode  that  ambulance  that  day,  and 
Donna  was  alive  and  not  shocky  on  arrival.  Near  mid- 
night, Dr.  Williamson  comforted  two  distraught  par- 
ents and  assured  us  that  everything  would  be  alright. 
Prayers  of  thanksgiving  for  such  doctors  as  Dr.  Wil- 
liamson and  Dr.  Brackett,  and  such  institutions  as 
KUMC,  were  offered  with  all  humility  and  dignity  only 
two  grateful  and  hopeful  parents  facing  a most  trying 
situation  can  offer. 

Some  two  or  three  years  later,  with  our  daughter 
adapting  magnificently  to  partial  loss  of  motor  function 
to  one-half  of  her  body,  it  was  our  turn  to  do  something 
for  the  Williamsons. 

On  Christmas  morning,  2:00  am,  all  through  our 
house,  every  creature  was  stirring  and  on  the  pickup 
truck  was  Kate,  a black  Shetland  pony,  saddled  and 
bridled;  and  two  children,  Donald  and  Donna,  ages  10 
and  13,  and  a happy  father — on  our  way  to  West  79th 
Street,  Kansas  City,  Missouri,  to  surprise  the  William- 
sons on  Christmas  morning.  And  surprise  them  we  did, 
finding  them  in  bed.  Kate  lived  with  the  Williamson 
family  in  round  numbers,  ten  years.  All  five  children 
learned  to  ride  with  her  and  developed  a warm  and 
happy  human  relationship  that  they  recall  with  pleasure 
yet  to  this  day. 


A great  moment  in  my  life  came  in  interviewing 
freshman  students  for  the  Medical  School  class  of  1973. 
Young  John  Adrian  Williamson  was  interviewed  by 
my  team  and  not  until  the  interview  was  finished  did 
we  reveal  our  relationship  (previous  to  the  interview, 

I had  declared  a conflict  of  interest).  Young  John 
Adrian  Williamson  is  now  in  the  sophomore  class. 
Eventually,  the  five  Williamson  children  outgrew  Kate 
and  the  whole  family  (all  seven)  brought  Kate  back  to 
the  farm — a memorable  day  for  both  families. 

The  editor  of  the  Hutchinson  Neivs  by  now  had  a 
growing  family  of  some  seven  children.  The  following 
Christmas  Kate  was  given  to  the  McCormally  children, 
where  she  again  became  the  greatest  pony  of  all,  as  re- 
called now  by  young  adults. 

Old  Kate  always  had  a very  special  place  in  our  family 
— having  been  sold  to  Donald  three  years  before  going 
to  the  Williamson  family.  This  took  place  in  the  auction 
ring  at  Perry,  Oklahoma,  by  Perry  Carlisle.  Donald  was 
bidding  on  the  pony  without  our  knowledge,  and  Perry 
selling  it  to  him  knowing  we  were  not  aware  of  his 
bidding.  Imagine  our  surprise  when  "Sold  to  Donald 
Blank"  came  over  the  PA  system,  and  later,  of  course, 
Kate  being  the  children’s  choice  to  give  to  the  William- 
son children. 

We  have  raised  ponies  and  horses  now  over  a quarter 
of  a century.  Many  were  sold  for  high  prices,  however, 
the  ones  that  have  always  given  us  the  most  satisfaction 
were  the  ponies  sold  to  children  so  that  their  meager 
budget  or  allowance  would  buy  a pony.  Many  were 
given  outright  and  likewise  many  have  been  brought 
back  to  the  farm  as  children  outgrew  them. 

Writing  this  President’s  Page  recalls  literally  dozens 
or  even  hundreds  of  episodes  and  hours  that  have 
created  lasting  and  meaningful  ties  between  peoples, 
these  ties  always  providing  significance  and  depth  of 
meaning  to  our  daily  lives. 

Being  the  President  of  the  Kansas  Medical  Society 
has  many  pleasures  for  me  and  my  family,  one  of  these 
being  the  opportunity  to  know  so  many  wonderful  and 
dedicated  people.  Living  up  to  your  expectations  is  a 
challenge  which  we  readily  accept,  and  dedicate  our 
energies  to  that  end,  always  remindful  that  in  being 
your  first  family  in  a moment  our  lives  are  gone. 

Our  sincere  wishes  to  each  of  you  for  a Merry 
Christmas.  John,  Mildred  Blank  and  Fatnily 
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COMMENT 


The  secularization  of  the  ancient  and  holy  rites  of 
healing  has  been  demonstrated  in  recent  times  by  certain 
lexicologic  changes  which  have  produced  in  the  latter 
day  priests  reactions  varying  from  puzzlement  to  dismay. 
We  recall  feeling  the  former  some  years  ago,  when  con- 
fronted with  the  necessary  quintuplicated  form  for  pay- 
ment of  sendee  to  a ward  of  the  state  to  find  that  we 
were  classified  as  a "vendor.”  The  term  seems  to  suggest 
the  mechanized  issuance  of  a packaged  item  or  service  in 
response  to  (and  in  proportion  to)  a measured  sum  of 
money  introduced  into  the  machine.  A little  reflection 
brings  the  inescapable  feeling  that  there  is  increasing 
substance  to  this  interpretation.  Even  the  physician,  try- 
ing to  endow  his  service  with  some  consistent  and  mea- 
surable concept,  has  resorted  to  classifying  it  in  "units.” 

Comes  now  the  outcry  from  the  masses  (or  certain 
self-appointed  spokesmen  thereof)  that  virtually  all  pro- 
viders of  goods  and  services  are  guilty  of  deficiencies  in 
the  quality  and  quantity  or  those  things  they  provide. 
This  is  no  new  concept.  We  recall  the  flap  caused  a good 
many  years  ago  by  the  book,  'TOO  Million  Guinea  Pigs,” 
which  exposed  in  lurid  anecdotes  the  dangers  confront- 
ing the  unsuspecting  citizenry  from  all  manner  of  house- 
hold items.  These  earlier  efforts,  however,  never  com- 
manded the  attention  the  instant  experts  of  today  have 
achieved.  Perhaps  this  is  because  there  are  now  more 
than  twice  as  many  guinea  pigs,  but  more  likely  it  is 
because  we  all,  in  one  way  or  another,  can  be  included 
in  that  currently  popular  designation,  "consumer.”  And 
now,  even  the  physician  is  confronted  with  the  proposi- 
tion that  that  person  across  the  desk  is  no  longer  a pa- 
tient (certainly  no  longer  patient)  but  a consumer. 

This  new  designation  poses  to  the  physician  the  un- 
easy thought  that  he  is  the  thing  to  be  consumed,  and 
support  for  such  fears  can  be  read  into  numerous  in- 
stances of  current  change.  Even  if  he  manages  to  retain 
the  objective  understanding  that  it  is  his  service  that  is 
under  consideration,  he  is  forced  to  an  inevitable  though 
not  necessarily  undesirable  reexamination  of  his  function 
as  it  fits  into  the  current  socioeconomic  scheme.  He  has 
performed  with  the  conviction  that  he  is  the  final  and 


A Case  of  Consumption 

unassailable  authority  in  the  interpretation  of  his  pa- 
tients’ needs  as  well  as  the  direction  and  manner  of  their 
relief.  The  thought  that  the  patient  should  be  at  least 
an  equal  partner  in  the  activity  is  not  entirely  strange. 
He  has  long  recognized  that  the  patient’s  understanding 
and  cooperation  in  the  venture  are  of  prime  importance 
in  the  success  of  the  treatment.  But  the  complexities  of 
current  diagnostic  and  therapeutic  regimens  combined 
with  the  pressures  of  time  and  volume  have  often  re- 
sulted in  an  attitude  of  rejection  of  anything  he  in- 
terprets as  interference.  This  comes  through  as  an  in- 
flexibility or  a patronizing  approach  which  the  patient- 
consumer  and  his  advocates  increasingly  interpret  as 
manifestations  of  physician  self-interest.  While  a strong 
case  can  be  made  that  the  traditional  physician-patient 
relationship  is  still  viable,  it  should  be  recognized  that  a 
considerable  volume  of  medical  care  is  not  productive  of 
such  a relationship  or  dependent  to  any  great  degree 
upon  its  presence  for  successful  therapy.  The  patient- 
consumer  is  frequently  more  interested  in  getting  prompt 
relief  and  going  on  his  way,  just  as  he  is  more  interested 
in  getting  his  ready-to-consume  food  off  the  supermarket 
shelf  and  navigating  the  check-out  line  as  quickly  (and 
cheaply)  as  possible,  than  he  is  in  developing  a personal 
and  mutually  rewarding  relationship  with  the  now  al- 
most nonexistent  neighborhood  grocer.  The  physician 
faces  the  paradoxical  demand  that  he  give  complete  and 
personalized  attention  but  with  the  speed,  variety,  econ- 
omy, and  efficiency  that  characterizes  the  supermarket 
function. 

He  is  frequently  (and  correctly)  advised  that  a large 
factor  in  his  malpractice  woes  is  the  depersonalized  and 
dehumanized  form  of  current  medical  practice.  The  re- 
cipient of  his  services  feels  himself  treated  more  as  a 
consumer  than  a patient,  and  the  defendant  in  malprac- 
tice actions  is  more  apt  to  be  a physician  of  impeccable 
qualification  who  has  failed  to  establish  an  adequate  de- 
gree of  personal  relationship  with  the  patient-consumer 
than  the  incompetent  bungler  who  manages  a strong 
emotional  hold  on  the  individual.  The  physician  has  al- 
ways known  that  a certain  number  of  bad  results  were 
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inevitable  and  felt  that  they  should  be  excused.  Now 
the  trend  is  toward  convincing  the  physician  that  he 
should  accept  the  obligation  to  compensate  the  sufferer 
for  these  bad  results  and  that  his  salvation,  therefore, 
lies  in  a system  of  automatic  remuneration  to  the  plain- 
tiff without  (in  theory,  at  least)  critical  comment  on  the 
defendant-physician.  Thus  doth  the  old  order  change. 

But  the  demonstration  of  consumer  presence  and  in- 
fluence most  certain  to  raise  the  medical  hackles  must 
surely  be  the  idea  of  "directories”  compiled  by  lay 
groups  to  give  the  patient-consumer  guidance  in  locat- 
ing and  choosing  medical  service.  The  medical  mind  vis- 
ualizes a sort  of  medical  Guide  Michelin  complete  with 
stars  to  denote  the  physician’s  relative  professional  abil- 
ities (by  lay  estimate,  at  least),  comments  on  the  special- 
ties of  the  house,  and  the  warning  that,  while  dress  is 
optional,  reservations  are  a must.  Having  struggled  to 
drive  the  hucksters  out  of  the  temple  and  scotch  the 
efforts  of  the  less  qualified  to  make  up  in  promotional 
techniques  what  they  lack  in  professional  status,  the  phy- 
sician is  discomfited  to  find  that  the  public  is  seeking 
to  gauge  its  choice  of  medical  service  in  the  same  man- 
ner it  would  select  a new  car  or  TV  set.  (In  a purely 
personal  note,  we  are  glad  we  forsook  the  gynecological 
examining  room  before  it  could  be  recorded  that,  what- 
ever our  professional  qualifications,  we  would  be  identi- 
fied as  having,  between  the  months  of  October  and 
May,  cold  hands.)  The  physician’s  characteristic  rejection 
of  such  merchandizing  techniques  is  tempered  by  the 
feeling  that  perhaps  he  should  cooperate  in  the  hope  of 
getting  good  billing. 

The  current  trend  in  consumer  advocacy  does  not  ap- 
pear to  have  crested  yet  and  the  physician  should  be  ad- 
vised that  his  qualifications,  his  methods,  and  his  charges 
will  undoubtedly  be  subjected  to  further  questioning.  He 


may  look  upon  these  activities  as  unwarranted  incursions 
into  his  professional  privacy,  but  he  will  need  the  objec- 
tivity to  recognize  and  separate  his  personal  interests — 
which  he  can  legitimately  protect — from  his  patient’s 
and  assure  that  the  latter  are  not  restricted — not  only 
that  the  patient  participate  in  his  own  care  but  also,  and 
more  importantly,  have  the  knowledge  of  the  medical 
facts  so  he  can  make  a reasonable  choice.  This  "con- 
sumerist”  attitude  is  probably  the  product  of  many  ele- 
ments, among  them  the  increasingly  complex  and  ex- 
pensive medical  techniques  which  have  driven  a techno- 
logical wedge  between  physician  and  patient,  insuf- 
ficiency or  maldistribution  of  medical  service,  inadequate 
communication,  even  simple  human  failings. 

Whether  a "directory”  would  serve  any  desirable  pur- 
pose depends  upon  the  manner  of  its  make-up.  A case 
can  be  made  for  the  preparation  of  a tabulation  of 
physicians,  their  qualifications,  representative  fees,  and 
pertinent  valid  information  which  any  physician  should 
properly  provide  for  an  inquiring  prospective  patient. 
Some  local  societies  have  already  moved  in  this  direction, 
not,  we  are  sure,  without  a good  deal  of  intramural 
hassling.  Certainly,  it  beats  letting  some  lay  group  create 
its  own  version  by  default,  or  for  that  matter,  reliance 
on  the  Yellow  Pages.  The  alternative  solution  is,  of 
course,  an  improvement  in  communication  between  phy- 
sician and  patient,  and  particularly  potential  patients, 
which  means  the  community.  This  may  require  some  re- 
adjustment in  the  physician’s  thinking  as  to  what  the 
public  is  entitled  to  know  but  if  he  is  as  capable,  honor- 
able, and  virtuous  as  he  claims,  his  problems  would  be 
minimal  compared  to  trying  to  counter  the  capricious 
and  improperly  based  assessments  that  would  emanate 
from  a lay  effort  without  medical  participation.  It’s  a 
test  of  equanimity  but  worth  thinking  about. — D.E.G. 


MOVING? 

When  you  change  your  address,  be  sure  to  notify  the  Journal,  preferably  one  month 
in  advance.  In  that  way,  you’ll  get  every  issue  on  time.  Simply  print  your  name,  old 
address,  and  new  address,  on  a postal  card  and  send  to:  The  Journal  of  the  Kansas 
Medical  Society,  1300  Topeka  Avenue,  Topeka,  Kansas  66612. 


A Matter  of  Membership 


On  November  3,  1974,  the  corporate  body  (voting 
body)  of  the  Kansas  Foundation  for  Medical  Care,  Inc. 
(KFMC)  directed  the  Foundation  to  make  application 
to  become  the  Conditional  Professional  Standards  Re- 
view Organization  (PSRO)  for  the  state  of  Kansas. 
This  action  was  firmly  approved,  later  that  day,  by  the 
House  of  Delegates  of  the  Kansas  Medical  Society. 

Thus,  a pivotal  point  in  the  Foundation’s  activities 
has  passed.  This  action  serves  to  reinforce  the  Founda- 
tion's conviction  that  physicians  are  the  only  ones  who 
can  accurately  determine  the  quality  and  quantity  of 
medical  care  rendered  to  their  patients. 

The  Foundation’s  course  of  action  now  is  to  continue 
to  refine  the  plan  which  we  have  been  developing  over 
the  past  five  months.  The  Foundation’s  plan,  we  feel, 
is  a viable  one  which  will  encompass  the  objectives  set 
forth  by  the  Board  of  Directors.  To  accomplish  this 
within  the  scope  of  the  PSRO  law  is  a mighty  task  in- 
deed. 

Therefore,  the  Foundation  needs  your  help.  Physician 
involvement  is  a key  part  of  our  plan.  Without  your 
participation  and  expert  counsel  the  Foundation  plan 
will  surely  suffer. 

As  a member  of  the  Foundation  you  can  exert  a di- 
rect influence  on  setting  the  standards  and  criteria  for 
health  care  review  in  Kansas.  You  will  also  have  a di- 
rect voice  in  selecting  the  leadership  of  the  Foundation. 
While  all  services  provided  under  Titles  5,  18,  and  19 
will  be  reviewed,  you,  as  a Foundation  member,  can 
elect  to  serve  as  a reviewer,  and  be  reimbursed  for  your 
review  work. 

The  probable  ramifications  of  the  PSRO  law  are 
enormous.  In  the  forseeable  future,  ambulatory  care  re- 
view will  be  required.  This  review  will  be  administered 
by  the  PSRO.  In  addition,  any  review  programs  called 
for  in  pending  National  Health  Insurance  legislation 
will  be  under  the  direction  of  the  PSRO. 


Two  recent  mailings  to  you  have  included  a Founda- 
tion membership  application  form.  If  you  have  signed 
and  returned  it,  thank  you.  If  you  have  not  signed  up, 
please  do  so. 

The  Foundation  needs  your  input  in  order  to  help 
guide  the  future  of  medicine  in  Kansas.  This  is  your 
Foundation;  and  it,  as  an  organization,  can  be  no  better 
than  its  membership.  A wise  man  once  said  that  "Good 
thoughts  and  actions  can  never  produce  bad  results; 
bad  thoughts  and  actions  can  never  produce  good  re- 
sults.” The  Foundation  needs  your  good  thoughts  and 
actions — please  join  us. 

This  column  will  be  a monthly  feature  of  The  Jour- 
nal. Your  comments  and  criticisms  are  welcome.  J.E.A. 


The  advertising  in 

THE  JOURNAL 

keeps  you  informed 
and  helps  pay  the 
publishing  costs! 

When  the  local 
representative  calls, 
tell  him  you  saw 
his  company's  ad  in 
your  journal. 
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Kansas  Foundation  for  Medical  Care 


A meeting  of  the  corporate  body  of  the  Kansas  Foun- 
dation for  Medical  Care,  Inc.  (KFMC)  was  held  on 
November  3,  1974,  at  the  Holiday  Inn,  Emporia.  A 
quorum  was  present.  Francis  T.  Collins,  M.D.,  Presi- 
dent, presided. 

Doctor  Collins  opened  the  meeting  with  some  remarks 
about  the  objectives  of  the  Foundation.  He  stated  that 
the  primary  objectives  were  threefold: 

1.  To  represent  the  physicians  of  Kansas; 

2.  To  operate  review  programs  where  the  care  is 

provided,  that  is,  at  the  local  level;  and 

3.  To  serve  medicine  thereby  serving  the  patient. 

Dr.  Collins  pointed  out  that  the  Foundation’s  plan  for 
peer  and  utilization  review  has  been  approved  by  the  Ex- 
ecutive Committees  of  the  KFMC  and  the  Kansas  Med- 
ical Society,  as  well  as  by  the  KFMC  Board  of  Directors. 
He  further  pointed  out  that  the  Foundation  plan  has 
been  presented  to  17  of  the  18  KMS  Council  districts, 
and  to  numerous  other  meetings  throughout  the  state. 

Dr.  Collins  then  introduced  KFMC  Resolution  No. 
74-1  and  the  organizational  chart,  which  were  included 
in  the  delegates’  packets.  He  stated  that  the  resolution 
called  for  approval  of  the  Foundation  to  apply  to  be- 
come the  Conditional  PSRO  for  Kansas.  He  pointed  out 
that  KFMC  is  the  logical  organization  to  conduct  PSRO 
activities  in  Kansas.  Dr.  Collins  also  pointed  out  that 
PSRO  is  not  an  issue — it  is  law.  The  issue  is  whether 
or  not  KFMC  should  apply  to  become  the  Conditional 
PSRO  for  Kansas. 

Doctor  Collins  then  opened  the  meeting  for  discus- 
sion. 

Alex  Mitchell,  M.D.,  Lawrence,  after  reading  some 
statistics  about  physicians’  fees  in  Kansas,  spoke  in 
favor  of  the  resolution. 

There  being  no  further  discussion,  it  was  moved  by 
Kenneth  L.  Graham,  M.D.,  Leavenworth,  and  seconded 
by  John  W.  Travis,  M.D.,  Topeka,  that  KFMC  Resolu- 
tion No.  74-1  be  adopted.  The  motion  carried  with  two 
audible  dissenting  votes,  and  the  resolution  was  adopted 
to  read  as  follows: 

RESOLUTION  NO.  1 

PSRO 

Whereas,  The  Kansas  Medical  Society  supports  peer 
review  when  done  locally,  by  local  physicians ; and 

Whereas,  PSRO  is  law  and  is  based  on  locally  per- 
formed peer  review;  and 

Whereas,  The  Kansas  Foundation  for  Medical  Care 
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has  organized  a mechanism  to  enable  Kansas  physicians 
to  provide  peer  review  under  Kansas  Medical  Society 
policy  that  will  satisfy  the  PSRO  requirements;  and 

Whereas,  The  Kansas  Foundation  for  Medical  Care 
has  used  a planning  grant  from  HEW  for  the  purpose 
of  exposing  this  plan  to  all  Council  districts  of  the  Kan- 
sas Medical  Society  and  making  the  information  avail- 
able to  all  physicians  of  Kansas;  therefore  be  it 

Resolved,  That  this  corporate  body  declares  that  the 
Kansas  Foundation  for  Medical  Care  more  adequately 
represents  Kansas  physicians  for  the  purpose  of  peer 
review  activities  than  any  other  organization  in  the  state; 
and  be  it  further 

Resolved,  That  the  corporate  body  requests  the  Kansas 
Foundation  for  Medical  Care  to  apply  to  HEW  to  be 
designated  the  Conditional  PSRO  for  the  state  of  Kansas. 

Doctor  Collins  then  requested  approval  for  submis- 
sion of  the  previous  action  to  KMS  House  of  Delegates 
for  their  action.  This  motion  was  moved,  seconded,  and 
approved  with  two  audible  dissenting  votes. 

Doctor  Collins  thanked  the  corporate  body  for  their 
action  and  then  stated  that  the  KFMC  Executive  Com- 
mittee would  meet  in  two  weeks  to  consider  future  ac- 
tions for  the  Foundation. 

The  chair  then  recognized  Doctor  Travis,  who  stated 
that  the  corporate  body  should  acknowledge  and  thank 
Dr.  Francis  Collins  for  the  efforts  he  has  expended  over 
the  past  five  years  in  establishing  and  perpetuating  the 
Foundation.  This  was  done  with  enthusiastic  applause. 

The  chair  then  recognized  David  A.  Leitch,  M.D., 
Garnett,  who  requested  information  as  to  the  number  of 
physicians  who  are  members  of  the  Foundation.  Dr. 
Collins  replied  that  present  membership  is  approximately 
900.  He  pointed  out  that  another  membership  mailing 
would  be  sent  out  soon  to  the  physicians  of  Kansas. 

The  chair  then  recognized  Kermit  G.  Wedel,  M.D., 
Minneapolis,  who  questioned  the  necessity  of  electing 
new  representatives  to  the  KFMC  Board  of  Directors 
at  this  time.  Dr.  Collins  replied  that  this  matter  will 
be  discussed  at  the  next  Executive  Committee  meeting 
of  the  Foundation.  Also  discussed  will  be  any  necessary 
changes  in  the  bylaws.  These  matters  will  then  be  sub- 
ject to  approval  of  the  Board  of  Directors  and,  if  ap- 
proved, will  then  be  sent  to  the  members  of  the  cor- 
porate body  for  their  action  via  a mail  ballot. 

The  chair  recognized  C.  Thomas  Hagan,  M.D.,  Wich- 
ita, who  requested  information  about  the  possibility  of 
( Continued  on  page  384) 
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1974  Fall  Meeting  of  the  House  of  Delegates 


The  Fall  Session  of  the  House  of  Delegates  of  the 
Kansas  Medical  Society  was  instituted  principally  to 
work  on  matters  of  legislative  interest  and  for  such 
emergency  resolutions  as  might  appear. 

The  resolutions  presented  to  this  House  of  Delegates 
are  printed  in  numerical  order  under  the  minutes  of  the 
Second  Session. 

FIRST  SESSION 

The  first  meeting  of  the  House  of  Delegates  was 
called  to  order  by  the  Speaker,  Dr.  Clair  C.  Conard,  at 
10:00  AM  on  Sunday,  November  3,  1974,  at  the  Holi- 
day Inn,  Emporia.  He  announced  the  composition  of 
the  House  of  Delegates  for  a total  of  208  members, 
with  105  registered  at  this  meeting.  A quorum  was 
present. 

Dr.  John  N.  Blank,  President,  then  read  the  following 
prepared  paper: 

"With  the  election  two  days  away,  some  prestigious 
announcements  and  words  of  wisdom  are,  and  should 
be,  expected  from  your  President.  I shall  not  fail  you. 

I would  prefer  after  all  the  weeks  and  months  to 
entitle  this,  my  statement:  "Out  of  Sight,  Out  of  Mind.” 
And  if  110  of  you  are  not  tired  of  all  this,  and  nobody 
wants  to  hear  about  such  things  any  more,  you  are 
blanking — no  pun  intended — experience  out  of  memory. 

It  is  extraordinary  how  many  things  we  don’t  talk 
about  any  more.  There  is  Watergate,  of  which  everyone 
is  even  more  tired  than  this  off-year  election  campaign. 
How  many  of  you  remember  "Big  John”? — again,  no 
pun.  Anybody  remember  "Big  John”?  He  was  that 
Democrat  Switcheroo.  He  was  that  post-Agnew  rising 
glory  from  Texas  Republicanism  who  has  now  been 
censured,  consumed,  and  forgotten  after  three  minutes 
of  fame.  Three  minutes  of  fame  may  be  all  any  man, 
any  idea,  or  any  event  can  expect  nowadays.  No  Sena- 
torial campaign  is  worth  $1.5  million  and  possibly  $2 
million  of  visible  campaign  expenses,  and  I predict 
that  this  is  what  historians  will  point  to,  that  this  was  a 
major  political  party’s  in -trouble-attempt  to  salvage  from 
the  spoils  its  most  visible  candidate. 

President  Jerry  Ford,  on  national  television,  said  the 
purpose  of  all  his  campaign  speeches  was  to  insure  that 
no  candidate  could  say  that  the  President  would  not  try 
to  help.  I am  sure  again,  another  million  dollars  is  being 
spent  in  this  effort. 


It  is  not  surprising  that  Trivia  is  only  one  of  the 
pastimes  that  have  survived  this  past  decade,  for  it  de- 
mands only  the  ability  to  remember  facts  without  con- 
text as  we  consume  history  with  our  brains  turned  off 
(a  slight  plagiarism  here).  However,  it  is  really  not  im- 
portant to  remember  who.  Now,  months  after  hundreds 
of  campaign  statements,  letters  to  the  editors — and  my- 
self, context  is  harder  to  find  during  this  campaign  than 
a 10-  or  15 -cent  hamburger. 

Two  weeks  ago,  coming  home  from  Los  Angeles  on 
the  jet,  after  attending  the  House  of  Delegates  of  the 
AAFP,  reflecting  probably  again  out  of  context  as  I 
loked  down  on  a beautiful  clear  day,  the  country  did 
not  really  rush  past  so  fast  that  I could  not  see,  sense 
it,  and  digest  what  I was  seeing.  It  was  an  extraordinary 
and  fascinating  place,  but  we  rushed  overhead  so  fast, 
the  journey  became  almost  meaningless. 

The  captain  announced:  "We  are  over  Prescott;  Al- 
buquerque will  come  up  shortly.  About  45  degrees  on 
the  left  is  the  Grand  Canyon” — and  this  is  all  he  had 
to  say  about  what  is  rated  as  the  number  one  tourist  at- 
traction in  the  nation,  maybe  the  world.  And  further: 
"About  230  miles  out  on  the  horizon  is  Pike’s  Peak,  and 
slightly  to  the  right  is  Twin  Buttes,”  all  of  which  was 
clearly  visible.  In  a few  minutes,  he  droned  on:  "Ama- 
rillo,” and  "We  are  approaching  Kansas  over  Liberal.” 
Later,  the  stewardess:  "The  captain  is  starting  his  ap- 
proach to  the  Wichita  Airport.”  And  lastly:  "Leave  your 
seat  belts  fastened  until  we  reach  the  terminal  at  the 
airport.” 

It  was  a fast  trip  up  there,  35,000  feet  above  context. 
Anything  that  is  four  minutes  old  is  more  ancient  than 
Egypt.  We  appear  to  consume  our  history  so  fast  that 
there  is  no  time  to  reflect,  and  we  become  a people 
without  memory. 

Two  days  before  election,  and  in  spite  of  mass  media, 
newspapers,  radio,  television  and  personal  appearances, 
issues  are  still  not  settled  or  really  spoken  to  in  context. 
Polls  show  that  the  candidates  for  both  governor  and 
the  Senate  show  44  to  48  per  cent  of  the  voters  have 
declared  themselves  voters  and  set  in  cement.  This  leaves 
4 to  10  per  cent  of  the  votes  not  committed,  the  only 
sensible  interpretation  being  that  these  4 to  10  per  cent 
of  voters  will  settle  the  issues  facing  Kansas  today.  Its 
roughly  $2  million  divided  between  such  small  percent- 
age may  mean  thousands  of  dollars  spent  for  this  un- 
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committed  vote  (again,  very  likely,  an  individual  who 
does  not  care  or  has  shown  enough  interest  to  cast  an 
intelligent  vote). 

Forecasts  of  what  functions  official  state  medical  so- 
cieties, local  county  medical  societies,  and  organized 
local  medical  groups  will  have  in  the  coming  years  vary 
from  the  pessimistic  (that  medical  practices  as  we  have 
known  them  are  already  dead  of  old  age) , to  the  san- 
guine or  equally  improbable  idea  that  we  wdll  thrive  and 
be  performing  and  doing  our  same  society  function, 
modes  of  practice,  or  other  activities  the  same  as  we 
always  have. 

One  thing  that  stands  out  above  all  others,  is  that  any 
government  program  must  have  strong  and  active  par- 
ticipating medical  agencies  representing  the  private  sec- 
tor of  medicine  and  practicing  physicians  to  implement 
any  or  all  of  the  many  proposals  facing  the  House  and 
Senate  today.  No  program,  whether  implemented  by  the 
state,  county  medical  society,  or  the  Feds  will  be  any 
better  or  worse  than  the  people  who  do  the  work.  As  I 
see  and  evaluate  the  main  purpose  facing  this  House  of 
Delegates  today,  it  is  implementing  the  Foundation  and 
having  it  designated  as  PSRO.  The  only  way  we  can 
lose  entirely  is  to  default  in  our  responsibilities  in  im- 
plementing a satisfactory  PSRO  for  Kansas.  Anything 
else  will  be  relative. 

High  on  the  priority  list  must  come  the  resolution 
on  continuing  education,  which  was  passed  tentatively 
by  the  House  last  spring.  The  interval  since  the  last 
meeting  was  given  to  Warren  E.  Meyer  to  incorporate 
this  program  into  the  Constitution  and  be  brought  back 
today  for  final  approval. 

A total  of  some  six  large  meetings  was  held  involving 
a considerable  number  of  people  in  response  to  the 
change  in  the  Nurse  Practice  Act.  Your  medical  society 
hosted  two  of  the  meetings.  The  last  one  held  on  July 
25  involved  about  one  dozen  disciplines  and  some  50 
people,  after  many  hours  of  lively  discussion,  and  with 
the  help  of  a little  pre-planning  (and  at  this  time  I again 
wish  to  express  my  gratitude  to  our  two  medical  educa- 
tional institutions,  particularly  Dr.  Cramer  Reed  and 
Dr.  Bill  Rieke). 

A consensus  was  reached  and  so  presented  to  the 
study  committee  this  summer  with  no  changes  in  scope 
of  the  Nurse  Practice  Act.  Only  Licensed  Practical 
Nurses  can  use  that  title  with  the  special  favors  to  in- 
termediate care  homes. 

Another  equally  important  consideration  for  this 
House  and  for  your  leadership,  together  with  Dr.  Gregg 
Snyder,  chairman  of  the  Malpractice  Committee,  is  to 
seek  counsel  and  definite  direction  to  your  members  and 
future  activities  of  this  all-important  and  timely  com- 
mittee. 


The  Leadership  Conference  is  chaired  under  the  able 
direction  of  Dr.  John  Huff,  of  Kansas  City,  who  seeks 
your  ideas  and  suggestions  and  your  participation  in  the 
Leadership  Conference  at  the  Alameda  Plaza  Hotel, 
Kansas  City,  Lebruary  1-2,  1975. 

The  Joint  Practice  Committee  has  been  placed  under 
the  Commission  for  Society  Organization.  The  Admin- 
istrative Committee  to  the  Medical  School  has  also  been 
placed  and  structured  under  the  Commission  for  Society 
Organization. 

The  Relative  Value  Study  again  rears  its  head  above 
the  horizon.  A copy  is  at  the  printers  now.  This  House 
owes  this  committee  a rousing  vote  of  thanks  for 
studying  this  problem  with  tenacity  and  suffering  all  the 
frustrations  they  had  to  endure.  Dr.  Robert  Purves  and 
your  committee,  we  thank  you. 

What  I consider  to  be  your  most  important  committee 
— the  Legislative  Committee — continued  to  represent 
your  Society  before  the  legislature,  giving  direction  to 
many  study  committees  this  summer.  Dr.  Tom  Gray, 
you  and  your  committee  deserve  a very  special  commen- 
dation from  this  House  of  Delegates. 

In  closing,  the  progress  of  the  Medical  Society  so  far 
this  year  has  not  been  monumental.  Your  leadership 
believes  that  the  approval  of  the  Loundation  and  ap- 
proval of  the  Foundation  for  PSRO  within  the  frame- 
work of  Kansas  medicine  will  be  the  premier  event  of 
the  year.  With  the  Foundation  and  PSRO  a reality,  the 
Executive  Committee  can  look  more  closely  to  the  future, 
assess  our  programs,  and  set  new  priorities.  One  of  the 
most  immediate  and  urgent  of  these  being,  of  course,  to 
establish  a functioning  PSRO. 

Philosophically,  and  in  context,  I believe  we  are  well 
upon  the  way  toward  realization  of  our  basic  goals  this 
year.  But  issues  remain.  The  answer,  I think,  will  be 
determined  by  the  degree  in  which  regional  differences, 
personal  consideration,  and  understandable  prejudices 
are  resolved  in  a common  endeavor  to  reach  the  goal — - 
"what  is  best  for  medicine” — unanimously  sought  by 
all. 

I have  always  possessed  the  supreme  confidence  that 
the  Kansas  Medical  Society  would,  as  always  in  the  past, 
rise  to  the  challenges  that  confront  it,  and  through  rea- 
soned and  intelligent  debate  find  solutions  to  which  we 
all  subscribe.  I have  no  lack  of  confidence  such  sound 
solutions  will  be  found  today,  setting  the  course  for 
this  oldest  chartered  organization  in  the  state,  which 
dates  back  four  years  before  statehood.  That  is,  until 
another  crisis  arises.” 

The  Speaker  next  called  upon  John  D.  Huff,  M.D., 
Kansas  City,  who  announced  that  the  Second  Annual 
Leadership  Conference  will  be  held  at  the  Alameda 
Plaza  Hotel,  Kansas  City,  on  Saturday  and  Sunday, 
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February  1-2,  1975.  He  requested  suggestions  for  a 
program  and  announced  the  committee  was  considering 
inviting  physicians  from  other  states  to  unite  with  Kan- 
sas in  this  conference. 

The  Speaker  then  called  on  H.  Thomas  Gray,  M.D., 
Wichita,  Chairman  of  the  Legislative  Committee.  Dr. 
Gray  reported  that  the  legislative  response  to  medical 
suggestions  on  naturopathy,  pharmacy,  nurses,  and  the 
Healing  Arts  Act  had  been  favorable.  He  cited  the  dan- 
ger of  some  federal  legislation,  especially  in  view  of 
HR-16204  and  SB-3585. 

Gregg  M.  Snyder,  M.D.,  Wichita,  Chairman  of  the 
Malpractice  Committee,  next  elaborated  in  some  detail 
upon  his  committee’s  study  on  the  question  of  malprac- 
tice protection  availability. 

Next,  Vale  Page,  M.D.,  Plainville,  Chairman  of 
KaMPAC,  presented  a report. 

Mr.  Dwight  Metzler,  the  newly  appointed  Executive 
Secretary  for  Kansas  Department  on  Health  and  En- 
vironment, briefly  described  his  agency. 

SECOND  SESSION 

Following  luncheon,  the  Speaker  announced  that  the 
House  would  temporarily  adjourn,  and  turned  the  meet- 
ing over  to  the  corporate  body  of  the  Kansas  Founda- 
tion for  Medical  Care.  Francis  T.  Collins,  M.D.,  Topeka, 
President,  chaired  this  session,  at  which  Resolution  No. 
74-1  was  introduced,  discussed,  and  adopted  with  only 
two  dissenting  votes.  The  report  on  this  portion  of  the 
meeting  appears  under  the  report  of  the  Kansas  Founda- 
tion for  Medical  Care. 

Following  this  action,  the  meeting  of  the  corporate 
body  was  adjourned  and  Dr.  Conard  again  called  the 
House  of  Delegates  to  order,  to  consider  resolutions. 

The  resolutions  were  decided  in  the  following  man- 
ner, after  which  the  meeting  was  adjourned. 

RESOLUTION  NO.  74F-1 
Postgraduate  Education 

Resolved,  That  the  following  changes  be  made  in 
the  Constitution  and  Bylaws: 

(a)  Under  1.0  Membership,  the  1.1  section  be  altered 
as  follows:  (1)  Strike  the  period  at  the  end  of  the  last 
sentence  and  add:  "provided  that,’’  (and  then  add  1.11 
between  1.1  and  1.2).  This  would  read:  "Every  active 
member  of  the  Society  shall  fulfill  the  requirements  of 
postgraduate  medical  education  set  forth  by  the  Com- 
mission for  Education  of  the  Kansas  Medical  Society.” 

Resolved,  That  the  following  postgraduate  study  re- 
quirements be  adopted  by  the  Kansas  Medical  Society 
as  a requirement  for  continued  membership  in  the 
Kansas  Medical  Society: 


APPENDIX 

1.  Accredited  education : 

a.  A minimum  of  50  hours  must  be  in  accredited 
postgraduate  education,  such  as  AMA  approved  spe- 
cialty scientific  meetings,  medical  school  sponsored 
programs,  and  AMA  approved  postgraduate  educa- 
tion courses. 

b.  There  will  be  no  limit  on  credit  given  for  this 
category,  i.e.,  all  150  hours  could  be  from  accredited 
courses. 

c.  Courses  or  institutions  must  be  approved  by  the 
permanent  Postgraduate  Education  Committee,  ap- 
pointed by  the  Commission  for  Education. 

d.  Credit  shall  be  given  on  an  hour-for-hour  basis. 

e.  Verification  of  attendance  by  the  sponsoring  or- 
ganization or  institutions  must  be  submitted  for  cred- 
it to  be  given  in  accredited  education. 

2.  Non-accredited  education: 

a.  Up  to  100  hours  may  be  non-accredited  educa- 
tion, such  as:  (1)  Journal  reading;  (2)  audio  di- 
gests; (3)  hospital  staff  meetings;  (4)  teaching;  (5) 
publication  of  papers  in  recognized  professional  jour- 
nals (10  hours  each)  ; (6)  scientific  meetings  of  state 
medical  society,  AMA,  and  specialty  groups. 

b.  Credit  for  this  category  shall  be  approved  by 
the  permanent  supervising  committee  (A.l.c.)  . 

3.  Certification  by  the  American  Academy  of  Family 
Practice  or  attainment  of  the  AMA  Physician’s  Recog- 
nition Award  shall  meet  the  requirements  for  continu- 
ing membership  in  the  Kansas  Medical  Society. 

B.  Administration: 

1.  This  program  will  be  supervised  by  the  super- 
visory committee  (A.l.c.) . 

2.  Records  and  documentation  shall  be  maintained 
in  the  Kansas  Medical  Society  office. 

3.  The  program  will  be  arranged  so  that  approxi- 
mately one-third  of  the  Society  members  will  come  up 
for  the  three-year  survey  at  the  end  of  each  calendar 
year.  This  process  will  be  determined  by  the  Commis- 
sion for  Education. 

4.  The  requirement  for  new  members  will  begin  on 
January  1 of  the  year  following  admission  to  the  Kan- 
sas Medical  Society. 

5.  Requirements  shall  be  on  a calendar  year  basis. 

6.  Individual  members  shall  be  responsible  for  re- 
porting their  postgraduate  education  to  the  Kansas 
Medical  Society  office. 

7.  Appropriate  forms  shall  be  furnished  by  the  Kan- 
sas Medical  Society  office  on  a yearly  basis  to  all  mem- 
bers to  help  them  keep  current. 
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8.  Members  not  in  compliance  shall  be  notified  six 
(6)  months  prior  to  the  end  of  the  three-year  period 
of  their  delinquent  status. 

9.  Appeals  for  exceptions  may  be  made  to  the  Kan- 
sas Medical  Society  Committee  for  Education. 

10.  Any  member  of  the  Society  not  in  compliance 
with  the  above  requirements  by  the  statutory  expira- 
tion date  shall  be  notified  by  the  Kansas  Medical  So- 
ciety office  within  30  days  of  his  suspension  for  mem- 
bership. 

11.  Any  delinquent  member  who  has  been  suspend- 
ed may  be  reinstated  within  the  following  12  months 
by  submitting  proof  that  he  has  met  these  require- 
ments, provided  he  has  submitted  his  annual  dues.  Af- 
ter these  12  months,  the  suspended  member  must  re- 
apply for  membership  in  the  same  manner  as  initial  ap- 
plication for  membership. 

C.  Exemptions : 

1.  Honorary  members  of  county  medical  societies. 

2.  Members  retired  from  active  practice. 

3.  Members  in  approved  residency  training  pro- 
grams. 

4.  Special  exemptions  may  be  made  for  long  periods 
of  illness. 

5.  Other  special  exemptions  may  be  granted  by  the 
special  committee  upon  application  by  individual  mem- 
bers. 

D.  Changes  in  Above  Format: 

Since  all  members  of  the  Kansas  Medical  Society  are 
affected  by  the  above  requirements  on  postgraduate 
medical  education,  there  will  be  no  changes  made  in 
these  requirements  unless  they  have  been  presented  to 
a meeting  of  the  House  of  Delegates  and  approved. 


RESOLUTION  NO.  74F-2 

Not  adopted. 


RESOLUTION  NO.  74F-3 
Relative  Value  Studies  Committee 

Whereas,  The  Committee  on  Relative  Value  Studies, 
after  seven  years,  has  now  completed  a new  Relative 
Value  Studies  which  may  already  have  been  mailed,  or 
soon  will  be  mailed,  to  every  member,  in  a looseleaf 
folder.  The  Current  Procedural  Terminology  Codes  and 
Descriptions  have  been  used  and  many  procedures  are 
listed  which  are  not  found  in  the  1966  edition;  and 
Whereas,  Relationships  between  professional  med- 
ical procedures  are  not  constant  and  new  discoveries  are 
frequent  so  the  Relative  Value  Studies  need  continual 
revision;  therefore  be  it 


Resolved,  That  the  Relative  Value  Studies  Committee 
be  annually  appointed  with  one  member  selected  by 
each  of  the  recognized  specialty  societies  who  have  del- 
egates to  the  House  of  Delegates  and  with  such  other 
members  as  may  be  selected  by  the  President;  and  be  it 
further 

Resolved,  That  the  Relative  Value  Studies  Committee 
shall  meet  at  the  call  of  the  chairman  but  at  least  once 
between  annual  sessions  of  the  Society;  and  be  it  further 
Resolved,  That  the  Kansas  Relative  Value  Studies 
shall  be  the  official  nomenclature,  the  official  identifying 
numbers,  and  shall  be  the  official  point  relationships  of 
the  Kansas  Medical  Society  and  the  specialty  societies  of 
this  state,  and  there  shall  be  no  alterations  accepted  for 
use  within  Kansas  until  they  have  been  approved  by  the 
Relative  Value  Studies  Committee  of  this  Society. 


RESOLUTION  NO.  F74-4 
Executive  Responsibility  for  Equitable  RVS 

Whereas,  The  functioning  Kansas  Relative  Value 
Scale  is  weighted  to  favor  some  disciplines  over  others; 
and 

Whereas,  Third-party  acceptance  of  the  Relative 
Value  Scale  makes  its  terms  vitally  important  to  phy- 
sicians of  every  discipline;  therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  develop 
a Relative  Value  Scale  acceptable  to  the  Executive  Com- 
mittee as  equitable  to  all  disciplines. 


RESOLUTION  NO.  F74-5 
Adjudication  of  Inequities 

Whereas,  No  agency  within  the  framework  of  the 
Kansas  Medical  Society  now  exists  to  amend  the  pro- 
visions of  the  Relative  Value  Scale  as  may  prove  in- 
equitable now  or  in  the  future;  therefore  be  it 

Resolved,  That  the  Relative  Value  Committee  be  em- 
powered to  consider  and  amend  where  necessary  the 
provisions  of  the  Relative  Value  Scale,  subject  to  the 
approval  of  the  Executive  Committee;  and  be  it  further 
Resolved,  That  the  Committee  be  further  authorized 
to  review  and  grant  adjustments  in  fees  under  previously 
published  norms  wherein  an  inequity  has  developed. 


RESOLUTION  NO.  F74-6 

Future  Changes  in  RVS 

Whereas,  The  economics  of  medicine  have  in  the 
past  been  based  on  frightfully  unsound  and  inequitable 
principles ; and 
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Whereas,  Any  attempt  to  presently  correct  these 
previously  defined  inequities  would  lead  to  physician 
revolt;  therefore  be  it 

Resolved,  That  any  future  change  in  the  Relative 
Value  Schedule  must  be  developed  along  the  standards 
of: 

1.  Physicians  time — the  major  determinant. 

2.  Unusual  skill. 

3.  Postgraduate  training. 

4.  Cost  of  facilities  and  equipment  to  provide  this 
service. 


RESOLUTION  NO.  F74-7 
Paramedical  Personnel 

(Not  adopted.  Held  over  for  May.) 

Whereas,  Non-medical  personnel  may  only  perform 
services  under  the  care  of  a licensed  MD;  therefore  be 
it 

Resolved,  That: 

1.  Their  services  be  compensated  on  the  basis  of  their 
training,  time,  and  skill. 

2.  The  MD  overseeing  their  services  be  compensated 
only  for  the  supervision  and  responsibility  of  these  ser- 
vices. 

3.  The  sum  of  these  two  should  never  equal  a similar 
service  performed  by  an  MD. 


RESOLUTION  NO.  F74-8 
Kansas  Division  of  American  Trauma  Society 

(Not  adopted.  Held  over  for  May.) 

Whereas,  The  American  Trauma  Society  has 
emerged  as  a recognized  national  philanthropic  organi- 
zation dedicated  to  involve  under  medical  guidance  the 
lay  public  and  lay  leaders  in  a program  of  fund-raising, 
education  and  continuing  involvement  that  will  tend  to 
supplement,  support,  and  abet  existing  trauma  programs 
and  encourage  the  development  of  needed,  but  under- 
developed programs;  and 

Whereas,  The  national  medical  organizations  such 
as  the  American  College  of  Surgeons  and  the  American 
Academy  of  Orthopedics  have  endorsed  this  organiza- 
tion; therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  endorse 
the  development  of  a Kansas  Division  of  the  American 
Trauma  Society. 


RESOLUTION  NO.  F74-9 

Neurology 

(Not  adopted.  Held  over  for  May.) 

Whereas,  The  Neurologists  of  Kansas  wish  to  be 
recognized  as  a component  organized  specialty  section 
of  the  Kansas  Medical  Society;  therefore  be  it 

Resolved , That  the  By-Laws  be  amended  to  add 
Section  4.58,17,  "The  Kansas  Neurological  Society.” 


RESOLUTION  NO.  74F-10 
Malpraetice  Committee 

Whereas,  Kansas  physicians  face  an  impending  crisis 
in  securing  professional  liability  insurance ; and 

Whereas,  Implementation  of  a deductible-self- 
insurance-conventional insurance  concept  will  attract  a 
stable  underwriting  market  for  Kansas  physicians ; and 

Whereas,  The  Malpractice  Committee  has  studied 
in  depth  the  above  proposal;  therefore  be  it 

Resolved,  That  the  Malpractice  Committee  be  au- 
thorized to: 

a.  Obtain  legal  opinion  and  guidance  in  setting  up 
such  a program ; 

b.  Proceed  with  feasibility  studies  through  authorized 
insurance  representatives ; 

c.  Make  a progress  report  to  the  House  of  Delegates 
in  May. 


RESOLUTION  NO.  74F-11 

Contraceptives  for  Minors 

Whereas,  Information  which  does  not  educate,  and 
stimulation  relating  to  sexual  activity  surrounds  young 
people  from  many  public  media ; and 

Whereas,  Most  physicians  in  family  oriented  prac- 
tices are  aware  of  increased  sexual  activity  on  the  part 
of  adolescents ; and 

Whereas,  It  has  been  demonstrated  in  many  studies 
that  availability  of  contraception  or  its  non-availability 
has  no  bearing  on  sexual  activity ; and 

Whereas,  There  is  statistical  evidence  of  increased 
numbers  of  persons  acquiring  venereal  diseases  over  the 
past  several  years ; and 

Whereas,  There  is  statistical  evidence  to  the  effect 
that  there  are  more  fatalities  among  teenage  females 
carrying  a pregnancy  to  term  than  there  are  among 
female  users  of  the  various  contraceptive  measures ; and 
Whereas,  The  present  statutes  of  the  State  of  Kansas 
do  not  permit  the  free  release  of  contraceptive  informa- 
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tion  and  materials  to  minor  persons  even  on  request; 
and 

Whereas,  There  is  psychological  and  sociological 
trauma  to  participants  and  their  families  in  the  event  of 
an  unplanned  adolescent  pregnancy;  therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  take  ap- 
propriate steps  to  request  that  the  Kansas  legislature 
will  modify  existing  statutes  so  that  minors  may  request 
and  receive,  without  parental  consent,  from  qualified 
health  care  delivery  personnel,  adequate  information  and 
medical  services  for  contraception  and  venereal  disease 
treatment  and  control ; and  be  it  further 

Resolved,  That  the  Kansas  Medical  Society  request  the 
legislature  to  so  modify  existing  statutes  that  Kansas 
State  Family  Planning  clinics  funded  by  federal  monies 
be  allowed  to  furnish  to  minors  on  request,  without 
parental  consent,  adequate  information  and  medical  ser- 
vices pertaining  to  contraception  and  venereal  disease 
treatment  and  control. 


RESOLUTION  NO.  74F-12 
Acupuncture 

Whereas,  Acupuncture  is  a newly  introduced  and  as 
yet  unproven  technique  to  medical  practice  in  this  coun- 
try; and 

Whereas,  The  greatest  danger  of  acupuncture  is  its 
use  for  the  symptomatic  treatment  of  patients  without 
adequate  conventional  diagnostic  evaluation  for  remedi- 
able or  curable  diseases  or  conditions ; and 

Whereas,  New  and  unproven  techniques  offer  fertile 
ground  for  quacks  and  charlatans ; and 

Whereas,  Chiropractic  has  been  condemned  by  this 
Society  as  an  unscientific  cult;  and 

Whereas,  Penetration  of  the  skin  is  specifically  for- 
bidden the  chiropractor  in  this  state;  therefore  be  it 
Resolved,  That  the  Kansas  Medical  Society  make 
known  its  unwavering  opposition  to  the  resolution 
passed  by  the  State  Board  of  Healing  Arts  on  August 
17,  1974,  which  permits  chiropractors  to  perform  acu- 
puncture, and  which  recognizes  the  sponsorship  of  acu- 
puncture training  programs  by  chiropractic  organiza- 
tions; and  be  it  further 

Resolved,  That  the  State  Board  of  Healing  Arts  be 
reminded  that  acupuncture  is  merely  one  of  the  many 
modalities  in  the  physician’s  armamentarium  and  not  a 
system  unto  itself,  and,  thus,  to  safeguard  the  people  of 
Kansas  from  the  abuse  and  misuse  of  this  technique; 
and  be  it  further 


Resolved,  That  this  resolution  be  conveyed  to  the 
State  Board  of  Healing  Arts  and  to  the  KMS  Legislative 
Committee  in  the  event  legislative  activity  is  necessary. 


RESOLUTION  NO.  74F-13 

National  Health  Insurance 

Resolved,  That  the  Kansas  Medical  Society  urges  that 
the  AMA  and  the  NABSP  and  other  selected  interested 
health  organizations  meet,  compromise,  and  resolve  the 
solution  for  a National  Health  Insurance  program  for 
the  United  States,  and  that  this  be  accomplished  prior 
to  January  1,  1975;  and  be  it  further 

Resolved,  That  the  AMA  Delegates  from  Kansas  pre- 
pare a suitable  resolution  on  this  subject  and  present  it 
to  the  AMA  Clinical  Meeting  in  Portland,  November 
30-December  4,  1974. 


RESOLUTION  NO.  74F-14 
Collective  Bargaining 

(Not  adopted.  Held  over  for  /May.) 

Whereas,  There  is  an  increasing  involvement  by  the 
federal  government  in  the  delivery  of  health  care;  and 

Whereas,  This  may  be  detrimental  for  the  physicians 
in  their  delivery  of  excellent  medical  care  for  the  people 
in  Kansas;  and 

Whereas,  These  Kansas  physicians  may  not  have 
anything  to  say  about  how  they  are  to  be  involved  in 
these  government  programs;  therefore  be  it 

Resolved,  That  an  active  committee  be  formed  under 
the  Commission  for  Sociology  and  Economics  to  study 
the  feasibility  of  collective  bargaining. 


RESOLUTION  NO.  74F-15 

Foundation  Approval 

Whereas,  The  Corporate  Body  of  the  Kansas  Foun- 
dation for  Medical  Care  has  strongly  endorsed  KFMC 
Resolution  No.  1,  stating  that  the  KFMC  represents 
Kansas  physicians  for  the  purpose  of  peer  review ; and 
Whereas,  The  Corporate  Body  requested  that  KFMC 
apply  to  be  designated  the  conditional  PSRO  for  the 
state  of  Kansas ; therefore  be  it 

Resolved , That  this  House  of  Delegates  endorse  the 
action  taken  by  KFMC  Corporate  Body. 
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Kansas  Foundation  for  Medical  Care 

( Continued  from  page  374 ) 

the  Foundation  becoming  a collective  bargaining  agent 
for  the  physicians  of  Kansas.  Dr.  Collins  replied  that 
this  would  be  a possible  future  consideration,  but  that 
at  the  present  time  the  Foundation  must  concern  itself 
with  implementing  the  PSRO  law  in  Kansas. 

There  being  no  further  questions.  Dr.  Collins  thanked 
the  members  for  their  attendance  and  adjourned  the 
meeting. 
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Dialogue 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 


Family  Physician's  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihoc 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films, 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this  i 


s He  a Source  of  Information? 

Yes,  with  certain  reservations, 
he  average  sales  representative 
as  a greatfund  of  information 
bout  the  drug  products  he  is  re- 
ponsible  for.  He  is  usually  able  to 
nswer  most  questions  fully  and 
Intelligently.  He  can  also  supply 
eprints  of  articles  that  contain  a 
;reat  deal  of  information.  Here, 
do,  I exercise  some  caution.  I usu- 
lly  accept  most  of  the  statements 
nd  opinions  that  I find  in  the 
>apers  and  studies  which  come 
rom  the  larger  teachingfacilities. 

: goes  without  saying  that  a physi- 
ian  should  also  rely  on  other 
ources  for  his  information  on 
harmacology. 

raining  of  Sales  Representatives 

Ideally,  a candidate  for  the 
osition  as  a sales  representative 
fa  pharmaceutical  company 
hould  be  a graduate  pharmacist 
iho  has  a questioning  mind.  I don’t 
link  this  is  possible  in  every  case, 
nd  so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
thatthe  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose"  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


apacity  they  are  indeed  useful; 
articularly  in  the  fact  that  they 
isseminate  broadly  based  educa- 
ional  material  and  serve  not  just 
s “pushers”  of  theirdrugs. 

he  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
al  companies  are  not  producing  all 
iis  material  as  a labor  of  love  — 
ley  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
ie  ambitious  and  improperly  moti- 
ated  sales  representative  can 
xert  a negative  influence  on  the 
Practicing  physician,  both  by  pre- 
fenting  a one-sided  picture  of  his 
roduct,  and  by  encouraging  the 
ractitioner  to  depend  too  heavily 
n drugs  for  his  total  therapy.  In 
hese  ways,  the  salesman  has  often 
distorted  objective  reality  and 
indermined  his  potential  role  as  an 
ducator. 

he  Industry  Responsibility 

Since  the  detail  man  must  be 
in  information  resource  as  well  as 
i representative  of  his  particular 
)harmaceutical  company,  he 
;hould  be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  trainingof  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1 155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


nnouncements 


Professional  meetings,  conferences,  and  postgraduate 
courses  of  national  importance  are  listed  for  the  Doc- 
tor’s Calendar.  Notice  of  the  session  is  posted  in  ad- 
vance to  allow  the  physician  time  to  make  preparations. 


JANUARY 

Jan.  2-7  Pediatric  Nephrology  Seminar,  Americana 

Hotel,  Bal  Harbor,  Florida.  Write:  Dept, 
of  Pediatrics,  University  of  Miami  School 
of  Medicine,  PO  Box  520875  Biscayne  An- 
nex, Miami  33152. 

FEBRUARY 


Feb.  12 


Feb.  21-22 


Feb.  27- 
Mar.  1 


6th  Annual  Arthur  E.  Hertzler  Memorial 
Lectures,  The  Hertzler  Research  Founda- 
tion, Halstead,  Kansas. 

Pediatric  Behavior  Management,  Miami. 
Write:  Dept,  of  Pediatrics,  University  of 
Miami  School  of  Medicine,  PO  Box  520875 
Biscayne  Annex,  Miami  33152. 

Central  Surgical  Association,  Drake  Hotel, 
Chicago.  Write:  A.  J.  Walt,  M.D.,  540  E. 
Canfield,  Detroit  48201. 

MARCH 


Apr.  28-May  1 Aerospace  Medical  Association,  San  Fran- 
cisco Hilton,  San  Francisco.  Write:  M.  H. 
Goodwin,  M.D.,  Washington  National 
Airport,  Washington,  D.C.  20001. 


University  of  Kansas  Postgraduate  Education: 


Jan.  23-24 
Feb.  12-14 
Feb.  26 
Mar.  12-14 
Mar.  24-26 
Apr.  7-9 
Apr.  10-11 
Apr.  16-17 
Apr.  18 
Apr.  21-23 
May  8-9 


Gyn-Ob 

Diagnostic  Cytology 

The  Mentally  Handicapped  Child 

Pediatrics 

Surgery 

O phthalmology 
Emergency  Nursing  Care 
Family  Practice 
Infectious  Diseases 
Anesthesiology 
Cardiovascular  Diseases 


Also  see  pages  365  and  384. 


Mar.  6-9  Student  American  Medical  Association, 
Palmer  House,  Chicago.  Write:  C.  C. 

Hewitt,  J.D.,  1400  Hicks  Rd.,  Rolling 
Meadows,  111.  60008. 

Mar.  14-16  National  Medicolegal  Symposium,  Grand 
Hotel,  Las  Vegas.  Write:  AMA  General 
Counsel,  535  N.  Dearborn,  Chicago  60610. 

Mar.  20-21  National  Conference  on  Rural  Health, 
Hotel  Roanoke,  Roanoke,  Va.  Write:  B.  L. 
Bible,  Ph.D.,  535  N.  Dearborn,  Chicago 
60610. 

APRIL 


Apr.  17-20  Missouri  State  Medical  Association  annual 
meeting,  Chase-Park  Plaza,  St.  Louis. 
Write:  Ray  McIntyre,  113  Madison  St., 
Jefferson  City  65101. 

Apr.  16-19  American  Pediatric  Society,  Hilton,  Den- 
ver. Write:  C.  D.  Cook,  M.D.,  Yale  U. 
School  of  Medicine,  New  Haven,  Conn. 
06510. 


Journal  on  Microfilm 

Microfilmed  copies  of  current  as 
well  as  all  back  issues  of  the  Jour- 
nal are  available  through  University 
Microfilm  Services,  a subsidiary  of 
Xerox  Corporation.  The  35  mm  film 
fits  all  standard  viewers  and  provides 
the  Journal  in  miniature  at  a savings 
on  binding  and  storage  costs.  Write 
for  information  or  send  orders  direct 
to  University  Microfilm  Services,  300 
North  Zeeb  Road,  Ann  Arbor,  Mich- 
igan 48106. 
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Join  our 
worldwide 
clinic. 


Perhaps  you’ve  always  wanted  to 
practice  in  an  overseas  clinic  where 
you  could  see  something  of  the 
world.  We  can  help. 

As  a physician  in  the  Air  Force  you’ll 
have  a chance  to  practice  anywhere  in 
the  world,  from  Washington  to 
London  to  Bangkok.  You  will  have 
time  to  learn  more  about  the  area, 
with  30  days  paid  vacation  each 
year,  free  travel,  reasonable  hours 
and  a good  salary. 

Your  medical  practice  will  be  in  mod- 
ern facilities,  where  you  will  be  assisted 
by  a highly-qualified  staff  of  nurses, 
dieticians,  therapists  and  administrators. 

Positions  are  available  in  primary  health  care 
delivery,  all  major  specialities,  hospital  direc- 
torships and  medical  research. 

If  you  find  the  prospect  of  joining  an  Air  Force  Clinic  exciting, 
check  out  ail  the  facts  on  Air  Force  health  care  and  mail  this 
coupon  now. 


Please  send  me  more  information  on  the  Air  Force 
Physician  Program.  I understand  there  is  no  obligation. 

AIR  FORCE  MEDICAL  PLACEMENT 
1734  E.  63rd  St.  Suite  110 
Kansas  City,  Mo.  64110 


NAME 


CITY 


ZIP  PHONE 

World  Wide  Health  Care  Air  Force  „ J 

GEj 


Month  in  Washington 


The  Health,  Education  and  Welfare  Department  has 
issued  final  regulations  on  benefits  and  structure  of 
Health  Maintenance  Organizations  (HMOs) , giving 
the  green  light  to  federal  grants  launching  the  program. 

The  regulations  set  forth  the  rules,  restrictions,  and 
benefits  that  must  be  followed  in  order  for  organizations 
to  qualify  as  HMOs  and  receive  federal  aid.  The  $325 
million  HMO  program  was  approved  by  Congress  in 
1973.  Grants  can  now  be  made  among  the  125  groups 
that  have  applied  for  funds  to  conduct  feasibility  studies, 
planning,  and  development. 

The  HMO  Act  authorizes  federal  support  for  five 
years  "to  demonstrate  more  broadly  the  concept  of  or- 
ganizations delivering  comprehensive  health  care  services 
on  a prepaid  basis.’’  Last  year,  Congress  appropriated 
$6l  million.  The  Administration  sought  $60  million 
this  year,  but  the  Senate  approved  only  $18  million  be- 
cause of  a delay  due  to  the  development  of  the  com- 
plicated regulations. 

The  regulations  specify  basic  services  to  be  provided 
in  return  for  fixed  payments  made  on  a periodic  basis 
without  regard  to  the  frequency,  extent  or  kind  of  ser- 
vices provided,  with  the  payments  set  on  a community 
rating  system.  These  may  be  supplemented  by  what  the 
regulations  call  "nominal  co-payments,”  limited  under  a 
variety  of  formulas. 

Before  the  HMO  program  can  be  launched  still  more 
regulations  will  have  to  be  completed.  The  most  im- 
portant is  the  statutory  requirement  that  employers  with 
more  than  25  workers  offer  the  employees  the  option  of 
joining  a qualified  HMO  if  one  is  available.  These 
proposed  regulations  are  slated  to  be  issued  soon,  but 
final  ones  are  some  months  off. 

Though  suggestions  were  made  to  exempt  HMOs 
from  Professional  Standards  Review  Organization 
(PSRO)  authority,  HEW  rejected  them,  declaring  that 
there  is  a need  'to  assure  that  suitable  procedures  are 
applied  to  HMO  services  to  assure  they  conform  to 
appropriate  professional  standards  for  the  provision  of 
health  care  applicable  to  other  providers.” 

Basic  HMO  benefits  must  include: 

— physicians  services  (including  consultant  and  re- 
ferral services  by  a physician)  ; 

— outpatient  services  and  inpatient  hospital  services; 

— medically  necessary  outpatient  and  inpatient  emer- 
gency health  services ; 

— short-term  (not  to  exceed  20  visits),  outpatient 
evaluative  and  crisis  intervention  mental  health  services; 

— medical  treatment  and  referral  services  (including 
referral  services  to  appropriate  ancillary  sendees)  for 
the  abuse  of  or  addiction  to  alcohol  and  drugs ; 


— diagnostic  laboratory  and  diagnostic  and  thera- 
peutic radiologic  services ; 

— home  health  services ; and 

—preventive  health  sendees  (including  voluntary 
family  planning  sendees,  services  for  infertility,  pre- 
ventive dental  care  for  children,  and  children’s  eye  ex- 
aminations conducted  to  determine  the  need  for  vision 
correction) . 


Physicians,  patients,  and  fellow  workers  have  reacted 
favorably  to  the  Physician  Assistants  (PA)  employed  in 
a pilot  experiment  by  Kaiser  Foundation  Health  Plan, 
according  to  a report  on  the  program.  At  present,  seven 
PAs  are  on  duty  at  Kaiser.  The  first  was  hired  in  1970, 
a graduate  of  the  Duke  University  PA  program  and  a 
former  military  corpsman. 

There  was  concern  by  some  physicians  and  adminis- 
trators, but  "the  greatest  resistance  came  from  the  nurs- 
ing department,”  writes  Kaiser  official  Paul  Lairson, 
M.D.,  in  Inquiry,  the  Blue  Cross  Association  magazine. 

As  the  nurses  began  to  work  with  the  PA  and  learned 
from  experience  that  there  was  more  of  an  "equal  rela- 
tionship" with  him  than  with  the  physicians,  they  be- 
came a "traditional  team,”  Dr.  Lairson  declared.  Fur- 
thermore, "all  but  one  of  the  physicians  who  worked  in 
the  clinic  with  the  PA  came  to  favor  expanding  the 
program,”  he  said. 

The  PA  saw  approximately  twenty  patients  per  day 
at  the  Vancouver,  Washington,  clinic.  He  was  given 
three  physical  examination  appointments,  and  the  rest  of 
his  time  was  rapidly  filled  with  the  "treatment  of  rela- 
( Continued  on  page  17  ) 
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Information  for  Authors 

Manuscript  Preparation 

Manuscripts  must  be  typewritten,  double  spaced,  leaving 
wide  margins.  Submit  the  original,  plus  one  copy  if  possible. 

Titles  should  be  short,  specific,  and  amenable  to  indexing. 
A subtitle  is  frequently  used  to  keep  the  main  title  short. 

Summary:  All  manuscripts  should  include  a short  abstract 
which  is  a factual  (not  descriptive)  summary  of  the  work. 

Author  Responsibility:  The  author  is  responsible  for  all 
statements  made  in  his  work,  including  changes  made  by  the 
copy  editor.  Manuscripts  are  received  with  the  explicit  under- 
standing that  they  are  not  simultaneously  under  consideration 
by  any  other  publication.  Publication  elsewhere  will  be  sub- 
sequently authorized  at  the  discretion  of  the  Editor. 

Galley  Proof:  To  make  extensive  changes  in  the  article  after 
the  text  has  been  set  in  type  may  require  an  additional  cost 
which  exceeds  the  original.  The  galley  proof  is  for  correction 
of  ERRORS,  and  a rewriting  of  the  article  should  be  done 
on  the  original  copy  BEFORE  it  is  submitted  for  publication. 

Drugs  should  be  called  by  their  generic  names;  the  trade 
names  can  be  added  in  parentheses  if  they  are  considered  im- 
portant. All  units  of  measure  must  be  given  in  the  metric 
system. 

References 

Bibliographic  references  should  not  exceed  20  in  number, 
documenting  key  publications.  Personal  communications  and 
unpublished  data  should  not  be  included.  References  should 
be  arranged  according  to  the  order  of  citation,  and  not  al- 
phabetically. All  references  must  be  numbered  consecutively 
and  all  must  be  cited  in  the  text.  Use  the  style  of  the  AMA 
publications,  giving;  name  of  author,  title  of  article,  name  of 
periodical,  volume,  pages,  year. 

Illustrations 

All  material  which  cannot  be  set  in  type,  such  as  photo- 
graphs, line  drawings,  graphs,  charts,  tracings  (for  prepara- 
tion of  tables,  see  below)  must  be  mounted  on  white  cardboard. 
All  must  be  identified  on  the  back  as  to  figure  number,  author’s 
name,  and  an  arrow  indicating  top.  Legends  should  be  typed 
double  spaced  on  a separate  sheet  of  paper,  limited  to  a maxi- 
mum of  30  words. 

Drawings  and  graphs  should  be  done  professionally  in  India 
ink  on  illustration  board  or  high  grade  white  drawing  paper. 

Photographic  material  should  be  submitted  in  duplicate  as 
high-contrast,  glossy  prints.  Color  illustrations  will  be  accepted 
for  publication  only  if  the  author  assumes  the  cost. 

The  Journal  will  assume  the  cost  of  B/W  engravings  and 
cuts  up  to  $35  (or  5 cuts).  Engraving  cost  for  illustrations 
in  excess  of  $35  will  be  billed  to  the  author. 

Tables 

Because  tables  are  set  by  hand,  their  cost  is  comparable  to 
illustrations.  A reasonable  number  of  tables  are  allowed  with- 
out cost  to  the  author. 

Tables  should  be  self-explanatory  and  should  supplement, 
not  duplicate,  the  text.  Since  the  purpose  of  a table  is  to 
compare  or  classify  related  items,  the  data  must  be  logically 
and  clearly  organized.  The  relationship  and  comparison  are 
established  by  the  correct  choice  of  column  heads  (captions  of 
vertical  columns  )and  stubs  (left  entries  in  horizontal  listings). 

Each  table  should  be  typed  double  spaced,  including  all 
headings,  on  separate  sheets  of  lettersize  paper.  Oversize  paper 
should  not  be  used.  Instead,  repeat  heads  and  stubs  on  a second 
sheet  for  tables  requiring  extra  width.  Number  tables  con- 
secutively. Each  table  must  have  a title. 

Reprints 

A reprint  order  form  with  a table  covering  cost  will  be 
sent  with  the  galley  proof  to  each  contributor.  Since  the 
Journal  has  no  way  to  provide  for  reprints,  they  must  be 
ordered  by  the  author  and  purchased  directly  from  the  printer. 


PHYSICIAN,  CHIEF  OF  MATER- 
NAL AND  CHILD  HEALTH  SER- 
VICES: To  assume  responsibility  for 
the  maintenance  and  supervision 
of  the  Maternal  and  Child  Health 
Program  for  a city-county  health 
department  now  serving  a popula- 
tion of  approximately  400,000. 
Physician,  licensed  or  eligible  to 
practice  medicine  in  Nebraska, 
Master  of  Public  Health,  or  Board 
eligible  in  areas  of  Preventive 
Medicine  or  Pediatrics  or  equiva- 
lent graduate  or  resident  training. 
Salary  range  $29,100  to  $37,090, 
plus  retirement  and  other  fringe 
benefits.  Contact 
Health  Director 

City-County  Health  Department 
3939  Leavenworth 
Omaha,  Nebraska  68105 
Telephone  402-444-747 1 . 

CLINIC  PHYSICIAN:  With  spe- 
cial interest  in  the  area  of  Maternal 
and  Child  Health  for  a city-county 
health  department  now  serving  a 
population  of  approximately  400,- 
000.  Physician  licensed  or  eligible 
to  practice  medicine  in  Nebraska. 
Contact 
Health  Director 

City-County  Health  Department 
3939  Leavenworth 
Omaha,  Nebraska  68 1 05 
Telephone  402-444-747 1 
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Book  Reviews 

( Continued  from  page  8 ) 

A textbook  for  future  physicians  should  include  tech- 
nique as  well  as  indications  for  such  procedures  as  in- 
tubation and  insertion  of  chest  tubes,  and  there  are  many 
places  where  illustrations  would  be  of  value. 

The  book  would  be  of  value  as  a handbook  or  refer- 
ence book  for  emergency  room  physicians,  and  in  teach- 
ing paramedical  personnel. 

The  reviewer  showed  the  book  to  three  interns,  whose 
opinions  he  greatly  respects.  Two  regarded  the  book 
inadequate,  and  one  felt  he  would  like  the  book  because 
he  had  not  had  sufficient  training  in  simple  "First  Aid.’’ 
— Z.R.B. 

MENSENDIECK  YOUR  POSTURE  AND  YOUR 
PAINS,  by  Ellen  B.  Lagerwerff  and  Karen  A.  Perl- 
roth.  Doubleday  & Co.,  New  York.  1973.  240  pages. 
$7.95. 

From  the  late  1800’s  until  her  death  in  1957,  Dr. 
Bess  M.  Mensendieck  developed  and  taught  her  system 
of  muscle  education  and  maintenance  designed  to  pro- 
mote correct  posture.  This  book  is  designed  to  introduce 
the  uninitiated  to  the  basic  principles  of  her  system.  It 
is  not  intended  to  be  a didactic  classroom  textbook  but 
rather  a book  for  personal  practice. 

This  system  depends  on  muscle  education  as  opposed 
to  massage  and  external  modalities  in  the  treatment  and 
prevention  of  muscular  aches  and  pains.  It  is  entirely 
consistent  with  scientific  principle.  In  view  of  these 
positive  points,  it  is  unfortunate  that  the  authors  claim 
that  the  system  will  preven  kyphoscoliosis  (pg.  60)  and 
flat  feet  (pg.  97).  These  claims  cannot  be  substantiated. 

An  individual  with  a basic  amount  of  self-discipline 
can,  as  the  authors  say,  work  his  way  through  this  book 
and  be  greatly  rewarded  with  a sense  of  improved 
physical  well-being. — M.A.A. 


Letters  to  VOX  DOX  should  be 
addressed  to  the  Vox  Dox  Editor, 
Journal  of  the  Kansas  Medical 
Society,  1300  Topeka  Avenue, 
Topeka,  Kansas  66612. 


BOOKSHELF 

Books  acknowledged  in  this  section  are  available  on 
loan  from  the  Health  Sciences  Library,  c/o  Stormont- 
V ail  Hospital,  10th  & Washburn,  Topeka,  Kansas 
66606. 

ARTHRITIS,  by  Sheldon  P.  Blau,  M.D.  and  Dodi 
Schultz.  Doubleday  & Co.,  Inc.  1974.  176  pages. 
$5.95. 

THE  SOFT  FOODS  COOKBOOK,  by  Anne  S.  Cham- 
berlain. Doubleday  & Co.,  Inc.  1973.  130  pages. 
$5.95. 

THE  ABORTION  CONTROVERSY,  2nd  Edition,  by 
Betty  Sarvis  and  Hyman  Rodman.  Columbia  Univer- 
sity Press.  1974.  207  pages. 

HANDBOOK  OF  SURGERY,  5th  Edition,  by  John  L. 
Wilson,  M.D.,  Editor.  Lange  Medical  Publications. 
1973.  877  pages.  $7.00. 

THE  ULTIMATE  STRANGER:  THE  AUTISTIC 
CHILD,  by  Carl  H.  Delacato,  Ed.D.  Doubleday  & 
Co.,  Inc.  1974.  226  pages.  $6.95. 

THE  BATTERED  CHILD,  2nd  Edition,  by  Ray  E. 
Heifer  and  C.  Henry  Kampe,  Editors.  The  University 
of  Chicago  Press.  1974.  262  pages.  $15.00. 

REVIEW  OF  MEDICAL  PHARMACOLOGY,  4th 
Edition,  F.  H.  Meyers,  M.D.,  E.  Jawetz,  M.D.,  and 
A.  Goldfein,  M.D.,  Editors.  Lange  Medical  Publica- 
tions. 1974.  721  pages.  $10.50. 


NEW  MEMBERS 

The  Journal  takes  this  opportunity  to  welcome  these  new  mem- 
bers into  the  Kansas  Medical  Society. 

J.  A.  Billingsley,  Jr.,  M.D. 

427  W.  Main 
Gardner,  Kansas  66030 

Lloyd  D.  Hubler,  M.D. 

929  N.  St.  Francis 
Wichita,  Kansas  67214 

F.  M.  Garcia,  M.D. 

8100  Marty 

Overland  Park,  Ks.  66204 

Jae  M.  Lee,  M.D. 

8100  Marty 

Overland  Park,  Ks.  66204 

Roberta  G.  Gilbert,  M.D. 

4121  West  83rd 
Prairie  Village,  Ks.  66207 

L.  A.  Sawker,  M.D. 

8100  Marty 

Overland  Park,  Ks.  66 204 
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Month  in  Washington 

(Continued  from  page  14) 

tively  minor  medical  and  surgical  problems,  whether  by 
appointment  or  on  a 'drop-in’  basis.”  More  severe  or 
chronic  problems  were  transferred  to  the  internist  or 
other  specialist. 


The  tax  reform  bill  before  the  House  Ways  and 
Means  Committee  has  a provision  to  discourage  profes- 
sional conventions  by  American  organizations  in  foreign 
countries. 

Exempted  would  be  Canada,  Mexico,  Bermuda,  and 
the  Caribbean.  To  secure  a business  expense  deduction, 
the  taxpayer  must  show  that  it  was  "more  reasonable  for 
the  meeting  to  be  held  outside  North  America.” 

The  amendment  is  aimed  at  national  conventions  be- 
ing held  in  faraway  tourist  attractions  where  attendees 
deduct  their  travel  and  other  expenses  as  business- 
connected. 


HEW  has  announced  that  commencing  with  the  first 
of  the  new  year,  the  Medicare  hospital  deductible  will 
jump  to  $92.  The  present  deductible  is  $84.  HEW  said 
that  the  $92  deductible  is  equivalent  to  the  average  cost 
of  one  day  of  hospitalization.  The  increased  payment 
was  brought  about  by  rising  hospital  costs.  The  Medi- 
care law  requires  an  annual  review  of  hospital  costs 
under  Medicare  and  an  adjustment  of  the  portion  of  the 
bill  for  which  a Medicare  beneficiary  is  responsible,  if 
the  costs  have  risen  substantially. 

When  the  hospital  deductible  amount  changes,  the 
law  requires  comparable  changes  in  the  dollar  amounts 
that  a Medicare  beneficiary  pays  toward  a hospital  stay 
of  more  than  60  days,  or  an  Extended  Care  Facility 
(ECF)  stay  of  more  than  20  days. 

When  a Medicare  beneficiary  has  a hospital  stay  of 
more  than  60  days,  he  will  pay  $23  a day  for  the  6lst 
through  the  90th  day,  up  from  the  present  $21  per  day. 
If  he  has  a posthospital  stay  of  over  20  days  in  an  ECF, 
he  will  pay  $11.50  per  day  toward  the  cost  of  the  21st 
day  through  the  100th  day,  up  from  the  present  $10.50 
per  day. 

If  a beneficiary  uses  his  "lifetime  reserve”  days,  the 
extra  60  hospital  days  a beneficiary  can  use  when  he 
needs  more  than  90  days  of  hospital  care  in  the  same 
benefit  period,  will  cost  him  $46  for  each  reserve  day 
used,  instead  of  the  present  $42  per  day. 
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Orthopedic  arid  Surgical  Appliances 

Artificial  Limbs 
Trusses 

Abdominal 
Supports 

Elastic 
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Foot 
Supports 


Surgical 

Corsets 


Taylor  Back  Brace 
Made  to  Order  in 
Our  Own  Factory 


P.  W.  HANICKE  MFG.  CO. 

1009  McGee  St.  VI  2-4750 

KANSAS  CITy,  MO. 


KANSAS  Key  positions  in  state 
hospitals  for  psychiatrists,  certi- 
fied or  board  eligible.  Clinical 
training  and  administrative  oppor- 
tunities in  progressive  state  hos- 
pital system.  Close  working  rela- 
tionship with  community  mental 
health  centers  and  community  ori- 
ented problems — choice  of  loca- 
tion. 

Salary  based  on  training  and  ex- 
perience, $25,000  to  $34,000. 
Contact:  R.  A.  Haines,  M.D.,  Di- 
rector Mental  Health/Retardation 
Services,  Room  500  North,  State 
Office  Bldg.,  Topeka,  Kansas 
666 1 2.  Phone:  9 1 3-296-3774. 
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CLASSIFIED  ADVERTISEMENTS 

Do  you  know  a pregnant  girl  who  is  not  married?  For  such 
a problem  pregnancy,  suggest  that  she  contact  the  Florence 
Crittenton  Services,  Topeka,  Kansas  (913)  233-0516. 

For  Sale:  1:  FO  9000  PL  Polydirectional  Colonoscope,  185 
cm.  New  cables,  fibers,  main  flex,  shaft  with  case.  Also,  with 
FCB-95  power  light  and  air  supply,  biopsy  forceps,  Wappler 
#9110A  (80")  polypectomy  snare.  $4,000.  Please  contact  Dr. 
Campbell,  816-333-7565. 

For  Sale:  Newly  established  medical  practice  30  min.  from 
downtown  Wichita,  Kansas.  Township  population  1300,  gravi- 
tating: area  up  to  3500.  For  more  information,  write:  Medical 
Practice,  3521  E.  Skinner,  Wichita,  Kansas  67218. 

Family  Practitioner  needed  for  attractive  rural  community 
between  Wichita  and  Hutchinson.  Established  practice  with 
fully  equipped  clinic.  Call  collect:  Mr.  Paul  Grier,  Haven, 
Kansas  67543:  1-316-465-3639/3390. 
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Doctor,  we  have  a 
sure  thinu  for  you! 


Your  patients  have  confidence  in  you — so  you  have  the  right  to 
expect  confidence  in  your  financial  institution — to  be  sure  your 
money  is  safe  . . . and  at  Capitol  Federal  you  have  a sure  thing. 
• New  higher  interest  rates  • over  750  Million  Dollars  in  assets  • 
sound  management  • large  reserves — plus  insurance  with  never 
a worry  about  the  return  on  your  money  or  the  return  of  your 
money.  And,  if  you  would  like  to  transfer  funds  to  Capitol  Fed- 
eral— that’s  one  operation  we  can  handle  for  you.  Just  let  us 
know  if  there  is  any  way  we  can  serve  you. 

k DIRECTOR  DR.  JAMES  A.  McCLURE 
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